Vol. 15 No. 12 
December, 1954 


IN THIS ISSUE: 
ROUND TABLE DISCUSSION ON ANESTHESIA 
INDEX TO VOLUME 15 


Is effective againiel ever 80 percent of intentions: 
-_ yet the bacterial balance of the intestine is not significantly disturbed. 


Table of Contents, Page I] 


BY 
4 
: 


‘These tablets 
keen the swelling down 


day fong.” 


NEOHYDRIN 


NORMAL OUTPUT OF SODIUM AND WATER 


Individualized daily dosage of NEOHYDRIN -- 1 to 6 tablets a day as needed -- 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause Side actions due to widespread enzyme inhibition 


in other organs. 


Prescribe NEOHYDRIN in bottles of 50 tablets. 
There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC-MILWAUKEE 1, WISCONSIN 


\ 
” 
| 
he 


ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pineblufft Sanitarium is situated in the sandhills of North Carolina in a 60 acre rk 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 


Pines. This section is unexcelfed for its healthful climate. 

Ample facilives are afforded for recreational and occupational therapy, particularly out- 
of doors, 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 


physicians and a limited number of patients afford individual treatment in each case, 
For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medica) Director 
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helps to support this dramatie growth? 
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Karo Syrup is a milk additive that is hypoallergenic 
and bacteria-free. Since it is rich in easily digested 
dextrose, maltose and dextrins, it provides carbohy- 
drates in directly assimilable form. This minimum de- 
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digestion is least efficient. 


During the first months 
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Karo eases the transition from formula to whole milk, 
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no excess of hydrolized sugars is formed. 
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Increases blood flow to the extremities 
through a direct vasodilating effect 

on vessel wall, a sympathetic blocking 
effect, and an adrenolytic effect— 
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OLD GOLD KINGS 


The One Filter Cigarette that 
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Here’s the first famous name brand 
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know you're getting a quality tobacco 
product. 

Rich tobacco taste—the Old Gold 
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ACHROMYCIN, new broad-spectrum antibiotic, has set an unusual record for rapid 


Hydrochloride 
Tetracycline Lederle 


acceptance by physicians throughout the country. Within a few months of its introduction, 
ACHROMYCIN is being widely used in private practice, hospitals and clinics. A number 
of successful clinical tests have now been completed and are being reported. 


ACHROMYCIN has true broad-spectrum activity, effective against Gram-positive and 


Gram-negative organisms, as well as virus-like and mixed infections. 
ACHROMYCIN has notable stability, provides prompt diffusion in body tissues and fluids. 


ACHROMYCIN has the advantage of minimal side reactions. 
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Specializing in the Treatment of Aleoholism 
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Physiology 
of the 

Upper Respiratory 
Tract 


THE NASAL CAVITY: 


The main functions of the nasal cavity are conditioning and exchanging air 
between the atmosphere and the lungs, as well as smelling. Gross impurities 
are removed by the fine nostril hairs, and finer impurities are enveloped in the 
mucous secretion of the intranasal lining and carried away by ciliary action. 
The air is warmed to a degree approaching body temperature and humidified. 
About 500 ce. of air are taken in during an ordinary inspiration, totaling 
12,000,000 ce. daily. 


in the common cold... when hypersecretion and mucosal swelling 
interfere with the normal aeration pattern, when abnormal mouth breathing 
is resorted to as a distress measure, relief can be obtained promptly with topi- 
cal application of Neo-Synephrine hydrochloride. This potent vasoconstrictor 
is usually well tolerated — produces practically no sting or irritation on appli- 
cation to mucous membranes — even in infants. 


NEO-SYNEPHRINE® 
hudrochLovide 


0.25% Solution 
WINTHROS 0.5% Solution 
0.25 % Solution (Aromatic) Nasal Spray 
1% Solution Plastic, unbreakable, 
St 0.5% Jelly leakproof squeeze bottle; 
New York Winosoe, Ont, 0.25% Emulsion delivers fine even mist. 


Neo-Synephrine (brand of phenylephrine), trademark reg. U.S. Pat. Off, 
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",.. the gasiric secretion is the immediate agent of mucosal 
tissue digestion... . Opposed to this stands the defensive factor 
. . the two-component mucous barrier”! |the protecting layer 
of mucus and the mucosal epithelium). 


Rotational gastroscopic views showing coating effect 114 hours 
after administration of Amphojel.* 


Causation — key to treatment in peptic ulcer 


Through topical action alone, AMPHOJEL 
contends with the local causes of ulcer— 
aggressive acidity coupled with impairment 
of the wall defenses. Providing a dual ap- 
proach, AMPHOJEL combines two aluminum 
hydroxide gels, one reactive, one demul- 
cent. The reactive gel combats the attack- 
ing factor in ulcer by promptly buffering 
gastric acid. The demulcent gel promotes 
healing of the denuded mucosa by forming 
a viscous, protective coagulum, 


nontoxic—pro- 
vides time-proved fundamental therapy in 


peptic ulcer, 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL 


Supplied: as, bottles of 12 fluidounces 
Tablets, 5 grain, boxes of 30, bottles of 


100; and 10 grain, boxes of 60 and 1000 Wis 
References: 1. Hollander, F.: Arch. Int. Med. 93:107 (Jan.) 1954 Vyeth 


2. Deutsch, E.: Scientific Exhibit, Gastroscopy, 
Clinical Meeting A.M.A., St. Louis, December, 1953 Philadelphia 2, Pa, 
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1 UNEXCELLED ANTIBIOTIC SPECTRUM 
‘Ilotycin’ is effective against over 80 percent of all bacterial in- 
fections; yet the bacterial balance of the intestine is not signifi- 
cantly disturbed. 


2 NOTABLY SAFE 
No allergic reactions to ‘llotycin' have been reported in the 
literature. Staphylococcus enteritis, anorectal complications, 
moniliasis, and avitaminosis have not been encountered. 


3 KILLS PATHOGENS 
‘Ilotycin’ is bactericidal in generally prescribed dosages. 


4 CHEMICALLY DIFFERENT 
Virtually no gram-positive pathogens are inherently resistant to 
‘Ilotycin'—even when resistant to other antibiotics. 


5 ACTS QUICKLY 
Acute infections yield rapidly. 


Available in tablets, pediatric suspension, 
and |.V. ampoules. 


Average‘adult dose: 200 mg. every four to 
six hours. 


INDIANAPOLIS 6, INDIANA, U. S.A 
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ROUND TABLE DISCUSSION ON ANESTHESIA 


THE NEED FOR ADEQUATE 
VENTILATION* 


W. K. NOwWILL* 
R. C. MARTIN, M.D. 
C. R. STEPHEN, M.D. 

H. E. HALL, M.D. 
and 


H. M. AUSHERMAN, M.D. 
DURHAM 


In these days of modern anesthesia, em- 
phasis in medical literature has been placed 
on new drugs and new techniques. In our 
preoccupation with these we may forget that 
the primary aim of general anesthesia is to 
produce the greatest analgesia, hypnosis, 
and muscular relaxation consistent with the 
least disturbance of body physiology. Many 
of the drugs and techniques utilized at pres- 
ent seriously interfere with normal respira- 
tory patterns. 

In order to realize fully the need for ade- 
quate ventilation during surgical anesthe- 
sia, we must briefly review normal respira- 
tion and the modifications induced by anes- 
thesia and surgery. 


Normal Requirements 

The ventilation requirements of a normal 
adult are extremely variable, and depend 
upon the physiologic oxygen requirement 
and the need for elimination of carbon di- 
oxide. Muscular effort, fever, and thyrotoxi- 
cosis increase these requirements, while de- 
bility and hypothyroidism decrease them. 
Normal adult oxygen utilization varies from 
250 to 275 ce. per minute’). At sea level 
each inspiration of tidal air carries into the 
lungs 400 to 500 cc. of a mixture of 20.93 
per cent oxygen, 79.03 per cent nitrogen, 
and 0.04 per cent carbon dioxide. According 

Presented before the Section on Anesthesia, Medical Society 


of the State of North Carolina, Pinehurst, May 5, 1954. 
From the Division of Anesthesiology, Duke University 
School of Medicine and Hospital, Durham, North Carolina. 
Present Address —Arnot-Ogden Memorial Hospital, Elmira, 
New York. 


to Dalton’s Law, the tension of oxygen of 
dry air, then, is 159 mm. of mercury. As this 
air enters the respiratory tract, it mixes 
with a gas of lower oxygen and higher car- 
bon dioxide content and becomes saturated 
with water vapor. This reduces the oxygen 
pressure to 100 mm. of mercury. The blood 
in the pulmonary capillaries has an oxygen 
tension of 40 mm. of mercury. The effective 
tidal volume of 500 cc. is reduced by the 
physiologic dead space. This is the area from 
the teeth to the beginning of the respiratory 
bronchiole, and approximates 150 ee. in 
adult man. Therefore, if the tidal volume 
was reduced to 150 cc., respiration would be 
completely ineffective. The mean arterial 
‘arbon dioxide tension at the alveoli is 40 
mm. of mercury, resulting in the exhalation 
at the mouth of gas containing 2 to 3 per 
cent carbon dioxide. 

Four other factors are of importance in 
the physiology of respiration. The normal 
transport of oxygen and carbon dioxide is 
dependent upon a normal hemoglobin con- 
tent of 15 Gm. per 100 cc., an arterial blood 
pH of 7.4, effective circulation of blood, and 
ability of the tissues to utilize oxygen. One 
cubic centimeter of whole blood at 38 C. dis- 
solves 0.3 cc. of oxygen in solution at a pres- 
sure of 100 mm. of mercury. One gram of 
hemoglobin combines with 1.34 cc. of oxy- 
gen. Therefore, each 100 ce. of blood carries 
20.9 ce. of oxygen at 97.5 per cent satura- 
tion. Varying the pressure of oxygen at the 
lungs will vary directly the percentage of 
saturation. That is, inhalation of 21 per cent 
oxygen produces 97 per cent blood oxygen 
saturation. Inhalation of 10 per cent oxy- 
gen produces 73 per cent oxygen saturation. 
Oxyhemoglobin is dissociated into oxygen 
and reduced hemoglobin at the tissues. This 
reduction is favorably influenced by the 
lowered pH produced by the tissue carbon 
dioxide. Reduced hemoglobin is able to take 
up carbon dioxide and carry it to the lungs, 
where it is excreted. This loss of carbon di- 
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oxide at the lungs raises the blood pH, which 
favorably influences the formation of oxy- 
hemoglobin. 

To summarize, in healthy adults under 
normal conditions of rest, the pulmonary 
ventilation is maintained at an average of 
7 liters per minute. This supplies to the tis- 
sues approximately 275 cc. of oxygen per 
minute and eliminates the resulting 235 cc. 
of carbon dioxide. Therefore, for each 100 
cc. of oxygen utilized, 21% liters of air are 
inhaled. 

We see from the previous discussion that 
the proper removal of carbon dioxide from 
the tissues is as important as the supply of 
oxygen. In anesthesia, the absence of cyan- 
osis does not necessarily indicate that the 
patient is properly ventilated. We may have 
hypoxia with or without accumulation of 
carbon dioxide or the reverse, hypercarbia 
with or without hypoxia. 


Asphyxia 


The usual causes of hypoxia during anes- 
thesia also produce hypercarbia. These are 
depressant drugs, obstruction of the airway, 
surgical interference with respiration, ab- 
normal positions, and inherent patient dis- 
ease’, 

All the narcotics, barbiturates, thiobarbi- 
turates, cyclopropane, and muscle relaxant 
drugs as used for surgical anesthesia re- 
duce the respiratory volume per minute. The 
use of gas mixtures containing more than 
20 per cent oxygen will compensate for this 
reduced oxygen supply, but will not prevent 
the accumulation of carbon dioxide. The 
usual respiratory stimulus of elevated car- 
bon dioxide is modified or abolished under 
anesthesia. In fact, respiration may depend 
partially on an anoxic stimulus, so that the 
administration of oxygen may further de- 
press ventilation. Although oxygen require- 
ments may be reduced under anesthesia, ven- 
tilation must be assisted in order to remove 
carbon dioxide adequately. Sufficient relaxa- 
tion of upper abdominal muscles by any 
method decreases the volume of respiration 
per minute. These methods include all mus- 
cle relaxant drugs, deep general anesthesia 
and high spinal analgesia. 

Similarly the hypoxia of partial respira- 
tory obstruction may be overcome by the ad- 
ministration of gas mixtures of high oxygen 
content. In addition to oxygen therapy, how- 
ever, proper treatment consists of the re- 
moval of the obstruction. It should be real- 
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ized that all anesthetic machines offer resis- 
tance to respiration, some to a marked de- 
gree. For example, the use of adult circle 
filter apparatus for children and infants 
markedly increase the muscular work of res- 
piration. At the end of several hours of this 
type of anesthesia, panting respirations and 
a high pulse rate are frequently present. The 
presence of kidney and gallbladder elevators 
interfere with ventilation. Abnormal posi- 
tions—such as prone, lateral or steep Tren- 
delenburg — hyperflexien, and hypertension 
are obviously incriminated in this respect. 
The extremes of these positions are com- 
pletely unnecessary. Cushions under the 
shoulders and pubis are helpful for the prone 
position. Although manual assistance on the 
rebreathing bag is necessary to produce a 
normal tidal exchange and to decrease the 
muscular work of steep Trendelenburg po- 
sition, the elevated intrapulmonary pres- 
sures induced may injure pulmonary paren- 
chyma and decrease venous return to the 
heart. The best solution is moderation in the 
use of these positions. 


Hypoxia 
It is possible to have hypoxia without car- 
bon dioxide retention. In anesthesia this sit- 
uation is usually produced by insufficient ox- 
ygen in the inhaled gas mixture. 


Carbon Dioxide Retention 

The frequency of hypercarbia without hy- 
poxia is unknown, but probably high. If de- 
pressant drugs and high oxygen mixtures 
are used without respiratory assistance, this 
situation is invoked. It exists frequently 
without the awareness of the anesthesiolo- 
gist. Closed circle absorption anesthesia is 
also a frequent offender, particularly when 
used with children. The remedy consists of 
manual assistance to ventilation, together 
with the use of partial rebreathing, with a 
gas flow of 5 liters per minute, or a non-re- 
breathing technique with a gas flow of 12 to 
15 liters per minute. This hypoventilation 
and accumulation of carbon dioxide is par- 
ticularly insidious. The usual signs of carbon 
dioxide accumulation, such as increased 
pulse rate, elevated blood pressure, excessive 
sweating and cutaneous hyperemia, may be 
completely absent. One sign of hypercarbia, 
usually not recognized, is the lack of muscu- 
lar relaxation. Increasing the depth of anes- 
thesia or an additional muscular relaxant 
drug is not the solution to the problem. 
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It has been shown that during closed circle 
absorption cyclopropane anesthesia, arterial 
carbon dioxide tensions of 75 to 80 mm. and 
a PH of 7.15 to 7.2 are not uncommon, This 
is equivalent to the administration of 10 to 
12 per cent carbon dioxide, which in itself 
will produce narcosis*’’, Alveolar concentra- 
tions of carbon dioxide of 40 per cent have 
been noted during anesthesia‘‘’. Carbon di- 
oxide concentrations above 5 to 8 per cent 
produce a reversal of the usual effect—that 
is, the respirations become depressed, the 
blood pressure falls, the pulse becomes ir- 
regular, and electrocardiographic changes 
may ensue. 

Carbon dioxide produces both central 
vasoconstriction and peripheral vasodilata- 
tion, and these effects apparently vary with 
the organs, with the carbon dioxide concen- 
tration, and with the patient. Increased car- 
bon dioxide accentuates the liver damage as- 
sociated with chloroform anesthesia‘). Kid- 
ney function is reduced’, Cardiae irregu- 
larities and changes in myocardial conduc- 
tion occur with increased concentrations of 
carbon dioxide. Brown and Miller report the 
production of ventricular fibrillation follow- 
ing a rapid fall in alveolar carbon dioxide 
content’. The effect of vagal stimulation on 
‘cardiac rhythmicity is markedly increased 
by hypercarbia"?. 

Cerebral blood flow and spinal fluid pres- 
sure are increased with hypercarbia'’’. On 
direct observation the brain undergoes tre- 
mendous swelling. The electroencephalogram 
shows a disappearance of electrical activity. 
Convulsions occur more frequently in un- 
anesthetized patients. 

Histologic studies of tissue following acute 
and chronic exposure to excess carbon di- 
oxide have shown alterations in the lung, 
liver, kidney and brain, particularly in the 
thalmus, brain stem, and spinal cord”), 


Hyperventilation and Hypocarbia 

Knowledge of the effects of hyperventila- 
tion and hypocarbia on tissue physiology and 
anatomy are not so well known. Previously 
observed hypotension associated with hyper- 
ventilation are now known to be due to ele- 
vated intrapulmonic gas pressure, producing 
decreased venous return and cardiac fill- 
ing‘''’. Reduced arterial carbon dioxide ten- 
sion and elevated pH regularly produce vaso- 
constriction of skin and brain. Increased ir- 
ritability of nerve and muscle tissue, with 
augmentation of the patellar reflex and 
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numbness of the hands and lips and tetany 
are associated with hypocarbia. The causes 
of these changes are not well known. Blood 
chemical studies show a decrease in phos- 
phates, glucose, and bicarbonate. Reports 
on the effect of hypocarbia on potassium, 
chlorides and sodium have varied. Aceto- 
acetic and beta hydroxybutyric acid content 
increase in the blood. Renal compensation 
for the elevated blood pH occurs after sev- 
eral hours. 

Electrocardiographic changes occur with 
hyperventilation and consist of a decrease 
in voltage of the T wave similar to that seen 
with alkalosis. 

Cerebral circulation is decreased, This has 
been interpreted as a compensatory mecha- 
nism the purpose of which is to maintain 
a constant carbon dioxide tension and pH in 
the cerebral cells. Associated with this is a 
regular increase in arteriovenous oxygen 
difference. Hypocarbia is regularly associ- 
ated with a decrease in certain cerebral 
functions—namely, hearing and visual acu- 
ity—and in the performance of certain psy- 
chomotor tests. Electroencephalographic 
changes consisting of an increase in slow 
high-voltage waves occur. 

The problem of adequate ventilation in- 
volves two questions. The first is: “When is 
ventilation adequate?” The second is: ““What 
method produces the most physiologic type 
of respiration?” The usual clinical signs of 
pulse, blood pressure, respiratory rate and 
depth, color of blood and appearance of skin, 
while helpful, may not always be reliable. 
The ability to perceive cyanosis varies with 
the observer, the patient, and the operating 
room conditions. Hypercarbia may be pres- 
ent without any obvious clinical indications. 
An ear oximeter '*’, together with an infra 
red carbon dioxide apparatus or repeated 
blood gas analysis, or the use of a mass spec- 
trometer''*! would probably give adequate 
information. These tools, however, are ob- 
viously too complex for routine use. The 
Whittenberger ventigrator''*), which is of 
simple construction and may be attached di- 
rectly into the rebreathing bag of ordinary 
anesthetic machines, records minute volume. 
It is useful as a key to adequate ventilation. 

The usual method of increasing tidal ex- 
change consists of manual pressure on the 
breathing bag. This may be performed in 
rhythm with the patient’s breathing, called 
assisted respiration, or by destroying the 
patient’s respiratory cycle and substituting 
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an artificial one, called controlled respira- 
tion. Rebreathing bag compression may be 

made one or more times between each res- 
piratory cycle. It is important that excessive 
bag pressures are not utilized, and are al- 
lowed to come back to zero or below (that 
is, to obtain a low mean mask pressure) dur- 
ing exhalation. 

An adequate expiratory pause facilitates 
vardiac filling, and helps to maintain normal 
blood pressure, At present perfect respira- 
tory assistance by the manual method of re- 
breathing bag compression is an ideal. Al- 
though many machines for artificial respira- 
tion have been constructed, most of these 
are deficient in one or more aspects. 


Summary 

If we realize that anesthesia and surgery 
may produce inadequate ventilation and that 
the ordinary clinical signs may not indicate 
the inadequacy ' of respiration, we have made 
the first major step toward providing ade- 
quate ventilation. The second step is to de- 
velop the habit of adequately assisting the 
patient’s ventilation during routine anesthe- 
sia, even though the patient :.,-pears not to 
require this assistance. The use of the Whit- 
tenberger apparatus may help in the de- 
velopment of this habit. 
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Abstract of Discussion 


Dr. Brian Sword, moderator (Oteen): I will begin 
the discussion by inviting questions from the mem- 
bers of the panel. 

Dr. Richard Spencer (Greensboro): I must dis- 
agree with the author on one point. I think it is 
better to control rather than to assist respiration, 
if it is depressed. I feel that ventilation 1s much 
more adequate when respiration is controlled. 

Dr. Leonard Nanzetta (Winston-Salem): I fail to 
see why there would be any difference in the ven- 
tilation. 

Dr. Spencer: I think that the majority of physi- 
cians who assist respiration do not watch the dia- 
phragm — sometimes they cannot — and assistance 
should be timed to coincide with the latter phase of 
the patient’s inspiration, I have seen too many doc- 
tors attempting to assist inspiration when the pa- 
tient was actually resisting their efforts. 

Dr. Nowill: Are you criticizing assisted respira- 
tion or poor anesthesia? 

Dr. Spencer: I am criticizing your statement as 
directed to those who may not be trained anesthesi- 
ologists. In my opinion it is much easier for such 
people to use control rather than assistance of res- 
piration, if either has to be done. 

Dr. J. C. Montgomery (Charlotte): Do you think 
a man not trained in anesthesiology should stop 
spontaneous respiration completely ? 

Dr. Spencer: If he depresses respiration at all, I 
think so. I think one can learn more easily how to 
control than assist respiration, and at the same time 
be relied on to ventilate the patient more adequately 
by that means. 

From the floor: What mechanical means of con- 
trolling respiration would you recommend ? 

Dr. Spencer: I prefer the educated hand. 

Dr. Nowill: I understand that when attempts to 
control respiration with an oximeter were made, 
even the experts found that when their attention 
was diverted—for example, if they had to pump 
blood or start a transfusion for a minute or two— 
the arterial oxygen saturation might drop in a 
matter of 60 seconds down to 70 per cent. In some 
hospitals, of course, the anesthetist has assistants to 
relieve him of these details. Certainly controlled 
respiration requires a high degree of attention that 
is hard to maintain throughout a major operation 
that may last from three to seven hours. 

Dr. Spencer: I find that after controlling respira- 
tion routinely over a period of time, it becomes an 
automatic procedure, 

Dr. Sword: Dr. Spencer, do you use slight posi- 
tive pressure? 

Dr. Spencer: Intermit. 

Dr. Sword: How can you know you are adequately 
maintaining tidal volume under control? 

Dr. Spencer: By the exchange in the bag. 

From the floor: How do you know the pressure is 
not too great? 

Dr. Spencer: By a pressure gage on top of the 
machine, Moreover, you can tell fairly well by your 
hand on the bag. 

From the floor: In order to reduce pressure, do 
you completely remove your hand from the bag 
every time? 

Dr. Spencer: Yes. 

Dr. C. R. Stephen (Durham): I enjoyed Dr. Now- 
ill’s paper very much. In regard to his original 
premise that the important thing in anesthesia is to 
recognize the presence of inadequate ventilation and 
to correct it, if at all possible. Many anesthetic 
agents have a depressant effect, resulting in in- 
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adequate ventilation. If we want to use these drugs, 
we must compensate for the inadequate ventilation 
which we produce. 


Dr. Nowill intimates that he does not favor con- 
trolled respiration, particularly for long periods. 
I would like to ask him what he would do under 
the following circumstances. Often while we are 
using a depressant drug and assisting the patient’s 
ventilation, spontaneous respiration ceases and it be- 
comes necessary to institute control. Under those 
circumstances we try to restore the patient to some 
degree of spontaneous respiration, but in the at- 
tempt we may allow him to become underventilated. 
What should we do in such a situation? 


Dr. Nowill: I agree with Dr. Stephen that if res- 
piration has to be controlled at any point, it is 
probably better in most cases to continue control 
throughout the operation. As a. general premise, 
however, I would not recommend controlled respira- 
tion for routine anesthesia regardless of the type 
of anesthesia or surgery. It can probably be used 
effectively in certain situations, but I am not sure 
that these situations are fixed or that the indica- 
tions for control will be the same a year from now 
that they are today. I am sure that we know too 
little about the effects of hypocarbia on the body. 
They may be so mild as to be ignored. Something 
happens in the brain, however, when hyperventila- 
tion continues for a long period of time. I do not 
know whether it is good or bad. A recent paper from 
Cleveland showed that with ventricular systole, 
venous return is increased, and that the actual con- 
traction of the ventricles is an important part of 
venous return. Previously we had thought that posi- 
tive pressure during inspiration was all right if there 
was no pressure during exhalation. But these men 
were able to show that positive pressure during 
inspiration also reduced venous return. I think that 
fact is quite important with regard to long opera- 
tions or open chest cases. As far as I am concerned, 
controlled respiration is nice for the anesthesiologist 
and nice for the surgeon, I am just a little concerned 
that our present knowledge leaves us in doubt as to 
whether it is best for the patient. 


ok 


SUPPORT OF THE CIRCULATION 
DURING ANESTHESIA 


LEONARD NANZETTA, M.D. 
WINSTON-SALEM 

In the early days following the discovery 
of anesthesia the anesthetist’s sole function 
was to produce unconciousness in the pa- 
tient. He was expected to maintain that state 
for only a relatively short time. Matters of 
optimum ventilation, muscular relaxation, 
and supportive therapy during surgery were 
of no concern either to him or the surgeon. 
The only factor considered in preventing the 
patient’s demise was speed. The objective 
was to complete the bloody mess before the 
victim had time to die. Anesthesia was part 
of the surgeon’s job and was delegated by 
him to anyone who might be available. 


As surgery has grown in complexity, du- 
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ration, and daring over the years, anesthe- 
sia has had to keep pace and often clear the 
way for ever expanding invasions on the 
human body. Today no segment of man’s 
anatomy remains sacred to the surgeon’s 
knife, nor does much of man’s physiology 
escape the trespass of the anethesiologist’s 
drugs. We remove half of a man’s brain, 
two-thirds of his lungs, and open his heart. 
We lower his body temperature to a state 
of hibernation, eliminate his blood pressure, 
paralyze his muscles, stop his respiration, 
and dispense with his circulation, At times 
the flame of life is quenched to a mere ember 
to make possible the accomplishment of a 
surgical maneuver. 

Those who would dare to practice this 
brand of wizardry must possess knowledge 
and skill blended with profound humility. 
It is no longer possible for ore man to cope 
with the problems of surgical technique and 
those of supporting the vital processes dur- 
ing anesthesia. Today it is the responsibility 
of the anesthesiologist to manage whatever 
life-supporting measures are needed during 
the operative and immediate postoperative 
periods. 


While spectacular operations and daring 
anesthetic techniques are fascinating sub- 
jects of thought, our main concern must be 
with the management of the fundamental 
problems arising in the everyday patient. 
In order to treat the anesthetized surgical 
patient intelligently one must first have 
a clear knowledge of the physiology and 
pharmacology of circulation and respiration, 
and understand the effects of the various ab- 
normal states imposed upon these systems 
by pre-existing disease, trauma, hemor- 
rhage, and the poisons administered by an- 
esthetists. What we call supportive therapy 
is actually the prophylaxis and treatment of 
“shock,” in its all-inclusive sense. 


Prevention of Shock 

The most important phase of supportive 
therapy is prophylaxis. Many surgical pa- 
tients come to us with all degrees of heart 
disease. Adequate preoperative treatment of 
heart disease eases the subsequent burden 
upon both patient and anesthetist. In the 
cardiac patient, aboye all, infinite care must 
be exercised in administering the anesthetic, 
whether it be regional block, spinal, or gen- 
eral anesthesia. Every effort must be made 
to maintain blood pressure at very near its 
usual level, A smooth induction of general 
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anesthesia using a high concentration of ox- 
ygen in the anesthetic mixture, a perfect, 
unobstructed airway at all times, adequate 
respiratory exchange, efficient elimination of 
excess carbon dioxide, avoidance of deep 
planes of anesthesia, and cautious use of 
vasopressors, when indicated, are the essen- 
tials. Operations can be carried out on pa- 
tients with the gravest heart disease if the 
anesthetist practices his art with skill. 


Anesthetic drugs which produce marked 
peripheral vascular relaxation, or amounts 
of such drugs which have this undesirable 
property are to be scrupulously avoided in 
these patients because of the hypotension 
which ensues. Since coronary blood flow is 
dependent upon the mean aortic pressure, 
it becomes obvious that any considerable fall 
in blood pressure in the poor risk cardiac 
patient is dangerous, Of the agents used for 
general anesthesia, ether and Pentothal 
cause the greatest vascular relaxation. Cy- 
clopropane, ethylene, and nitrous oxide in- 
terfere little with the normal compensatory 
mechanisms of the circulatory system. 


Use of sedatives and relaxants 

In order to avoid excitement and strug- 
gling during the induction of anesthesia in 
a patient with serious heart disease, a mini- 
mal, sleep-producing dose of Pentothal or 
Surital is invaluable. One must watch the 
blood pressure continuously during such in- 
ductions, however, because even quite small 
doses of the intravenous barbiturates will, 
on occasion, produce a sudden, profound fall 
in blood pressure, It is a good policy to have 
a vaspressor drug such as ephedrine or 
methoxamine (Vasoxyl) in a syringe with 
a needle attached ready for immediate in- 
travenous injection, should a marked hypo- 
tension ensue during such induction, Ad- 
ministration of 100 per cent oxygen for sev- 
eral minutes before starting the anesthetic 
will provide a higher concentration of oxy- 
gen in the blood and a reserve in the lungs, 
and thereby increase, to some extent, the 
narrow margin of safety which may exist. 
Subsequent addition of the anesthetic agent 
of choice following a slow injection of the 
intravenous barbiturate can then be carried 
out. 

The advent of the muscle relaxants has 
been a blessing where exceptional considera- 
tion must be given the circulatory system. 
They have made it possible for the anes- 
thetist to provide whatever degree of muscu- 
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lar relaxation may be required, without the 
adverse circulatory effects of deep anesthe- 
sia. However, these drugs—some more than 
others—are also capable of producing an un- 
desirable, usually transient fall in blood 
pressure. D-tubocurarine is probably the 
worst offender in this regard. Syncurine and 
Flaxedil are somewhat less objectionable. 
Succinylcholine, in my experience, is the 
least likely to produce hypotension. Any sig- 
nificant fall in blood pressure resulting from 
these drugs must be treated immediately by 
the intravenous injection of a small dose of 
a vasopressor — for example, 5 to 10 mg. of 
ephedrine, 


Restoration of blood volume 

In the patient with a subnormal heart one 
must be careful to restore loss of blood vol- 
ume as it occurs, and only to the extent to 
which it occurs. Overloading the circulation 
will lead to congestive failure, pulmonary 
edema, and hypoxia. Should such an unfor- 
tunate situation arise, tracheal suction, phle- 
botomy, semi-Fowler’s position, and positive 
pressure breathing with oxygen should be 
the course. Digitalization, when indicated, 
is best accomplished by the intravenous 
route. 


Cardiac arrhythmias 

Cardiac arrhythmias which are present 
before anesthesia and surgery are best 
treated preoperatively. Some will revert to 
a normal rhythm with the induction of an- 
esthesia, and remain normal until the patient 
awakens. Others may appear at any time 
during anesthesia. Adequate oxygenation, 
normal ventilation, and avoidance of anes- 
thetic overdose will keep these at a mini- 
mum. Bradycardia or tachycardia may ap- 
pear because of hypoxia, excess of carbon 
dioxide, overdose of anesthetic drug, or re- 
flexes mediated by the autonomic nervous 
system. A resultant diminution in cardiac 
output will lead to hypotension. The vagus 
nerve and its ramifications, the carotid sin- 
us, and the prevertebral plexuses are often 
the source of troublesome reflexes which 
may affect the efficiency of the heart. 


Treatment is directed along one of three 
lines. If the cause is pressure or manipula- 
tion around the vagus nerve or a nerve 
plexus, it is well to request that the manipu- 
lation be stopped. If this is not possible, pro- 
caine can be injected into the offending area 
to block the reflex. If reflex cardiac depres- 
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sion is caused by an abnormal position, such 
as the kidney or gallbladder position with 
elevated rests, an adjustment should be 
made. The multiple reflex bradycardias me- 
diated through the vagus are, in most in- 
stances, readily corrected by an intravenous 
injection of from 1/300 to 1/150 of a grain 
of atropine—a drug which should always be 
available, in solution, on the anesthestist’s 
emergency drug table, 


Spinal anesthesia 

High spinal anesthesia, by blocking the 
sympathetic nervous system without affect- 
ing the vagal autonomics, produces brady- 
vardia. This, coupled with the widespread 
peripheral vascular relaxation occurring 
with this form of anesthesia, can lead to a 
precarious circulatory situation. The sym- 
pathomimetic amines provide specific ther- 
apy. An immediate intravenous injection of 
one of these vasopressor drugs will readily 
improve the circulatory status. Ephedrine 
given intravenously in doses of 10 to 20 
mg. is effective in increasing the heart rate 
and overcoming the existing hypotension. 


Where high spinal anesthesia is planned, 
a subcutaneous or intramuscuar injection of 
a vasopressor is indicated prophylactically 
to sustain the blood pressure. When sudden, 
profound hypotension follows administra- 
tion of a spinal anesthetic, however, only 
the intravenous route should be used, The 
latter offers the advantages of rapid action 
and ease of control. One can determine the 
minute-to-minute effects of repeated small 
intravenous doses and will thereby be less 
likely to underestimate or exceed the neces- 
sary dose. 

When spinal anesthesia is selected as the 
method of choice in poor risk patients, or 
where, for some reason, difficulty in main- 
taining the desired blood pressure is antici- 
pated — for example, in elderly patients, 
cases of high spinal block, or patients un- 
dergoing cesarean section—it is good prac- 
tice to prepare in advance a mixture of 1 
cc. (10 mg.) of Neosynephrine or 4 ce. of 
Levophed in 1,000 cc. of 0.5 per cent dex- 
trose. Blood pressure can be controlled 
readily by adjusting the rate of flow of an 
intravenous drip of either of these solutions. 
Examination of the patient’s veins should be 
made before injecting the spinal anesthetic 
drug to assure oneself of the ready avail- 
ability of a vein in which to start the infu- 
sion. Should it appear that difficulty might 
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be encountered in getting a needle properly 
placed, the infusion should be started before 
the anesthetic is given. 

Management of Neurogenic Shock 

Much of what has been said in regard to 
support of the circulatory pump applies also 
to the blood vessels into which it feeds, Im- 
portant during anesthesia are the various 
nervous, mechanical, and chemical mechan- 
isms involved in controlling the capacity of 
the flexible vascular bed. Autonomic reflexes 
which affect the heart rate also generally 
produce a simultaneous peripheral vascular 
dilatation. Circulatory stability becomes un- 
balanced and any degree of circulatory col- 
lapse may appear. 

One must be awake to the potential reflex 
effects on the circulation which may appear 
during operations in the various regions of 
the body, recognize and diagnose them cor- 
rectly, and treat them immediately. A sud- 
den hypotension associated with a slow pulse 
is usually neurogenic. This state is the so- 
called neurogenic or primary shock and de- 
velops as a result of loss of nervous control 
of peripheral resistance. Hypotension occurs 
because of a disparity between the circulat- 
ing blood volume and the vascular capacity. 
Such increase in the capacity of the vascular 
bed associated with relaxation of the arteri- 
oles and capillaries brings about a diminu- 
tion of peripheral resistance. Blood pressure 
falls, at times profoundly, and serious hy- 
poxia of vital tissues will ensue if corrective 
measures are not taken immediately. 

In addition to the type of neurogenic 
shock seen with spinal anesthesia, a some- 
what similar picture is produced by pressure 
on the carotid sinus and stimulation of the 
celiac and sacral plexuses. The pulse rate 
becomes slow, pulse pressure very small, 
and hypotension appears abruptly. Absence 
of evidence of blood loss and the slow pulse 
rate associated with neurogenic shock serve 
to differentiate this condition from true sur- 
gical shock. The treatment of reflex neuro- 
genic hypotension consists of eliminating the 
cause for the noxious reflex. If this is not 
possible, local block of the reflex with pro- 
caine is indicated. When the latter cannot be 
done or is ineffective, small repeated intra- 
venous doses of ephedrine will constrict the 
relaxed vessels and improve the circulation. 


I wish to emphasize again that in situa- 
tions of urgent need for the effects of vaso- 
constrictor drugs, they should not be in- 
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jected subcutaneously or intramuscularly. 
If hypotension is severe, they will not be ab- 
sorbed and a response will not be obtained. 
Later, if a normal pressure is restored, the 
drugs injected subcutaneously or intramus- 
cularly during the episode of hypotension 
will then be absorbed and an abnormally 
high tension will result. 

It is a good policy in neurogenic shock to 
give oxygen and lower the patient’s head 10 
to 15 degrees to improve the cerebral circu- 
lation. 

Secondary Shock 

Secondary shock—which includes hemor- 
rhagic, traumatic, and surgical shock—is a 
state of circulatory collapse not infrequently 
seen during anesthesia. It is a big subject 
and one with which we are all familiar. I 
will mention only a few aspects of it as it 
concerns treatment of the surgical patient 
under anesthesia. 

Secondary shock is caused by a reduction 
in the circulating blood volume. This may 
result from trapping of intravascular fluid 
in the peripheral vascular bed, or from loss 
of water, plasma, or whole blood. Hemor- 
rhage accounts for the reduced circulating 
volume in most cases, 

It should be realized by all who deal with 
the problem of shock that the so-called clas- 
sic picture of a pale, cold, clammy patient 
with a feeble, rapid pulse and a low blood 
pressure represents a late phase of this very 
grave state. When the blood pressure falls, 
the patient is approaching an irreversible 
state. An increase in pulse rate is the most 
reliable early clinical sign of shock. A fall 
in blood pressure indicates that vascular 
compensation has reached the point of 
failure. 

The best treatment during operation is, 
of course, preventive. Replace blood as it is 
lost. Slow blood loss over a prolonged period 
is deceptive, and one almost invariably un- 
derestimates the amount actually lost. The 
anesthetist may be misled by the fact that 
the blood pressure level is well maintained 
in spite of considerable hemorrhage, Obser- 
vation of the pulse rate, however, may show 
a gradual increase. During inhalation anes- 
thesia there may be certain degrees of car- 
bon dioxide retention which will tend to 
keep up the blood pressure. At the termina- 
tion of anesthesia, however, the true circula- 
tory status becomes evident. Blood pressure 
falls rapidly and the patient only then may 
show the classic picture of shock. 
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Where hemorrhage is sudden and rapid, 
a course of greater therapeutic activity is 
usually pursued. Blood must then be given 
rapidly through a large needle. If it does not 
flow fast enough by gravity, pump it in. 
Blood can safely be pumped into a patient 
in shock until the blood pressure is within 
approximately 10 per cent of its original 
level. This can be done in the patient with 
a minimal cardiac reserve, and even in one 
with cardiac decompensation. 

Dextran has found a useful place as an 
emergency substitute for blood or plasma. 
One must remember, however, that although 
it will usually elevate and maintain blood 
pressure for a while, Dextran is not capable 
of transporting oxygen and carbon dioxide, 
nor does it carry the many essential ele- 
ments present in blood plasma. In the pres- 
ence of impending or actual hemorrhagic 
shock, whole blood must be given as soon as 
possible, and in amounts which will restore 
the pulse and blood pressure to approxi- 
mately normal levels. 


Oxygen in a high concentration will help 
overcome the state of tissue hypoxia which 
exists in the presence of shock. A moderate 
head-down position offers some advantages. 
If the patient is under inhalation anesthesia, 
the plane of anesthesia must be lightened. 
This will permit a greater activity of what 
vascular compensatory mechanisms remain. 


Vasopressors are mentioned here only to 
be condemned. They have no useful place 
in the active treatment of secondary shock. 
Studies reveal that in true shock the arteri- 
oles are already constricted in an attempt to 
compensate for the loss in circulating blood 
volume. Any further constriction which may 
be produced by the use of these drugs will 
only increase the tissue anoxia which already 
exists and increase the subsequent hypore- 
activity of the capillaries. If shock is se- 
vere, no elevation of blood pressure will re- 
sult from giving these drugs. In lesser de- 
grees of shock any increase in tension which 
does occur will only be transient and is of 
no real value to the organism. It is conceiv- 
able that the use of vasoconstrictors in the 
presence of secondary shock may, by con- 
striction of the kidney vessels, contribute 
to the development of lower nephron nephro- 
sis. 


In the occasional case, a vasopressor such 
as Levophed or Neosynephrine may be indi- 
cated when blood volume replacement has 
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been adequate but where hypotension con- 
tinues. In such instances there may be an 
associated element of neurogenic shock 
which will then respond to treatment with 
a vasoconstrictor drug. 


Summary 


The purpose of supportive therapy during 
anesthesia is prevention of shock. Prophy- 
laxis has been discussed from the standpoint 
of both the heart and the blood vessels. Neu- 
rogenic or primary shock and surgical or 
secondary shock have been differentiated, 
and methods of combatting each have been 
discussed. Vasopressors in the treatment of 
secondary shock are condemned, with rare 
exceptions, as being therapeutically useless 
and conceivably harmful. 

* * * 


Abstract of Discussion 


Dr. Brown: In administering spinal anesthesia to 
a man of 56 or 60 with a blood pressure of 140, if 
the pressure begins to drop, at what point would 
you consider it necessary to stop the anesthesia? 


Dr. Nanzetta: I think it would depend first on the 
clinical appearance of the patient. I would pick a 
point of 110 for a man of 60—at least to prepare to 
take steps should the pressure continue to drop. 


Dr. Spencer (Greensboro): If the patient’s pulse 
is low and his color good, I weuld let it drop as low 
as 80. 

Dr. Joseph W. Baggett (Fayetteville): I have had 
patients who reacted pretty well for perhaps four 
or five hours, then went into profound shock. We 
thought they must be bleeding internally, but blood 
counts showed no significant loss of blood. What do 
you recommend in such instances? 


Dr. Nanzetta: When it is certain from blood counts 
that there has been no loss of blood or other fluid, 
patients often respond dramatically to such drugs 
as Demerol. 


Dr. Williams: What do you think is the most re- 
liable sign of overloading when blood volume values 
are not readily available? 


Dr. Nanzetta: I have no satisfactory answer to 
that question. I watch the neck veins as perhaps the 
most reliable indicators. 


Dr. Nowill: I would like to disagree with one 
point made by Dr. Spencer. The mortality in the 
Whittenberger technique has been found in the age 
group over 50, because of the insufficient coronary 
blood flow. I do not agree at all that the pressure 
be allowed to drop below the mean. Another point 
is that the next two or three years will see many 
reports on the use of such drugs as antihistaminics, 
adrenalin preparations, hyperthermal agents, and so 
forth, in the prevention and treatment of shock. It 
should be pointed out that experimental procedures 
are not to be confused with clinical practices in 
medicine. 


Dr. Nanzetta (closing): This subject is much too 
large to be discussed in so short a time. It should 
be kept in mind that good judgment should be used 
in these various methods and that they can be over- 
done, Anesthetic and relaxant drugs should be given 
with great care and discrimination—never routinely. 
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SAFE AND PRACTICAL ANESTHESIA 
IN OBSTETRICS 


RICHARD EF. SPENCER, M.D. 
GREENSBORO 


As an anesthesiologist, I wish to apologize 
for the neglect that the large majority of 
my colleagues so carefully and purposefully 
have given the field of obstetric anesthesia. 
Because of this neglect, we must now assume 
a full share of the responsibility for the mis- 
leading, scientifically unsound papers on the 
subject which have appeared, and continue 
to appear. Many of these papers are written 
enthusiastically but ill advisedly by men out- 
side the field of anesthesiology. In many 
cases, they have been written, accepted for 
publication, and published with great dis- 
regard for even the most basic principles of 
anesthesiology. 

Let me emphasize that, whereas surgical 
and obstecric procedures may be classified 
as either major or minor, and whereas anes- 
thesia for routine vaginal deliveries has 
often been considered of minor importance, 
in the use of any agent which produces gen- 
eral anesthesia, or the use of any agent with 
potential complication such as have been 
known to result from spinal, regional, or 
even local anesthesia, there can be no such 
classification. There is no “minor” anes- 
thetic. 

Too long has obstetric anesthesia been 
considered of minor importance; too long 
have we who are in a position to help, neg- 
lected this field. It is my sincere belief that 
largely because of this neglect we continue 
to have a combined neonatal and stillbirth 
mortality which costs us over 150,000 lives 
annually in the United States‘. 

Why then, in many instances, do we tol- 
erate poor obstetric anesthesia in our hos- 
pitals? Why do we so often relegate the ad- 
ministration of obstetric anesthesia to the 
inexperienced? Why do we tolerate the pub- 
lication of unsound, ill advised papers? Why 
do we not devote more time and attention to 
this deserving subspecialty? There are many 
other questions and many answers to these 
questions, all too numerous to be mentioned 
here; but it is time that we acknowledge that 
these problems exist and deserve our at- 
tention. 

In regard to obstetric anesthesia, it is 
most difficult not to be concerned to a cer- 
tain extent with the preceding analgesia, as 
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the final choice of anesthesia depends largely 
upon the condition of the patient when she 
enters the delivery room. 


Analgesia and Premedication 

Analgesia and premedication should be 
ordered by the obstetrician, since he is in 
the position to follow the progress of labor 
and can forecast, with some degree of ac- 
curacy, approximately when delivery will 
occur, 

The primary purpose of both analgesia 
and anesthesia in labor is to provide the 
maximum amount of maternal pain relief, 
with the minimal amount of fetal and ma- 
ternal depression. One of the most basic and 
most often violated principles of obstetric 
anesthesia is that maternal comfort must 
never be given priority over maternal and 
fetal safety. This principle is violated by 
those who advocate heavy sedation during 
labor, and to an even greater extent by those 
who advocate intravenous or rectal barbi- 
turate anesthesia. 

In a cooperative, unmedicated, or lightly 
medicated patient, one may expect a high 
degree of excellent or satisfactory relief 
from pain with the use of trichlorethylene. 
This drug is self-administered by the patient 
by means of the various inhalers which are 
available. This, in my opinion, should be the 
first choice of analgesia for the usual patient 
in labor. In those who have been heavily 
medicated, coordination and timing is poor, 
and self-administration is unsatisfactory. 
Now that we have an excellent antagonist 
to narcotics in Nalline* (nalorphine hydro- 
chloride), and have no such efficient antago- 
nist to the depressant effects of the barbi- 
turates, the use of any barbiturate is ill ad- 
vised, especially if given in a total dosage of 
more than 100 mg. Therefore, in my opinion, 
the second choice of analgesia during labor 
should be Demerol, with or without scopo- 
lamine for amnesia, followed by 10 mg. of 
Nalline given intravenously 15 to 30 minutes 
prior to the time of actual delivery. If de- 
livery should occur before Nalline has been 
given or immediately thereafter and _ evi- 
dence of newborn depression exists, 0.2 mg. 
of Nalline should be given immediately into 
the umbilical vein. 

Let me insert a few words of warning at 
this point. Seeing the dramatic effects of 
Nalline in reversing respiratory depression 
brought on by narcotics, some obstetricians 
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may be inclined to narcotize their patients 
more heavily. This is bad practice in view 
of possible failure of the drug in any indi- 
vidual case, or in case of failure in the at- 
tempt at intravenous administration. Sec- 
ondly, according to latest reports'*’, Nalline 
not only counteracts the respiratory depres- 
sion, but also the analgesic effect of the nar- 
cotics. Therefore, if given too early, the pa- 
tient will experience unnecessary amounts 
of pain near the termination of labor. 


Choice of Anesthesia for Delivery 

At the time of delivery, when most anes- 
thetists first see the patient, there are many 
factors that determine the type of anesthe- 
sia to be used. These include (1) the resul- 
tant effect of previous sedation and analge- 
sia; (2) the time interval which has elapsed 
since the last meal; (3) the general physical 
condition of the patient (such as the pres- 
ence of toxemia, heart disease, respiratory 
infections, and so forth); (4) and the ex- 
perience of the anesthetist. This paper is not 
intended to cover all of the indications and 
contraindications for the various types of 
anesthesia, nor to describe all the available 
agents and techniques. 


Generally speaking, where adequately 
trained personnel are available, conduction 
block anesthesia, including low spinal, 
caudle, pudendal block, and peridural anes- 
thesia, is preferred. Where personnel are not 
qualified to carry out these procedures, and 
where patients and/or obstetricians demand 
general anesthesia, the safest and most prac- 
tical agent is open drop ether or the combi- 
nation of nitrous oxide and ether. Generally 
speaking, barbiturate anesthesia has no 
place in the field of obstetrics. Barbiturates 
rapidly pass the placental barrier, and, if de- 
livery is delayed, maternal and fetal blood 
levels soon become equal. One then is faced 
with the problems of a depressed infant, de- 
pressed by an irretrievable agent, for which 
the fetal and neonatal mechanisms of detoxi- 
fication and elimination are more prolonged 
than those of adult tissues'*’. Such anesthe- 
sia will result in infants who not only are 
depressed at birth, but are depressed over a 
period of hours. Such a self-imposed time 
limit as results from the use of barbiturate 
anesthesia also inevitably leads to hurried 
and traumatic deliveries. 


Saddle block 
The easiest and certainly one of the safest 
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types of conduction block anesthesia is sad- 
dle block. The term is often misused to in- 
clude more extensive types of low spinal 
anesthesia, but here it is used rightly in re- 
ferring to that type of low spinal anesthesia 
where only the saddle area—that is, roughly 
that area which would be in contact with a 
saddle were one riding a horse—is anesthe- 
tized. There are variations in the technique 
to be described, but I recommend the fol- 
lowing. 

When full dilatation of the cervix has 
been confirmed, the patient is asked to sit 
upright on the delivery table immediately 
after a contraction has ended. Her feet are 
allowed to rest on a stool alongside the de- 
livery table, and she is asked to rest her 
elbows on her knees. (This position insures 
adequate flexion of the spine to allow a quick 
and easy subarachnoid puncture.) An atten- 
dant is present to assist her in maintaining 
this position at all times. The patient is 
quickly prepared under aseptic conditions 
with hexachlorophene and alcohol solutions, 
and draped with a sterile eye sheet which 
must be long enough to extend over her 
shoulders so as to be held by the attendant. A 
skin wheal is then made with 1 per cent 
procaine, and a no. 22 spinal needle is intro- 
duced into the subarachnoid space, with 
great care to keep the bevel of the needle 
parallel with the fibers of the dura. This 
separates rather than cuts these fibers, and 
prevents excessive leakage of the spinal fluid. 
A solution of 0.5 to 0.6 of a 1 per cent solu- 
tion of tetracaine with equal amounts of a 
solution of 10 per cent dextrose in distilled 
water is then injected over a period of ap- 
proximately three to five seconds. The needle 
is removed and the patient is kept sitting up- 
right for a period of two minutes, following 
which she is placed in a lithotomy position 
with her head elevated on a pillow. 


If general anesthesia is desired, and if 
there is any doubt about the time interval 
since the patient’s last meal, induction is 
carried out with the patient in a relatively 
steep Trendelenberg position, with good as- 
piration equipment immediately available. 
Induction is with 3 to 1 or 4 to 1 nitrous 
oxide until such time as the obstetrician pre- 
pares to use forceps or the spontaneous birth 
of the head appears imminent. At this time 
the induction is rapidly completed with 
ether, taking care in most cases not to take 
the patient deeper than the first plane of the 
third stage. Following delivery, nitrous 


DISCUSSION ON ANESTHESIA 


587 


oxide anesthesia is continued as long as is 
necessary, with the administration of such 
small amounts of ether as may be required 
to keep the patient from moving on the table 
during the repair of the episiotomy. Most 
obstetricians do not object to slight move- 
ments during this phase of their work, and 
with this type of anesthesia most patients 
are able to assist in moving themselves from 
the delivery table to their beds at the close 
of the procedure, If vomiting occurs at any 
time during induction or during the anes- 
thesia itself, the agent is discontinued im- 
mediately, despite the progression of de- 
livery. The patient is allowed to waken suf- 
ficiently to clear her own respiratory pas- 
sages of vomitus and secretions, and is then 
re-anesthetized for the remainder of the pro- 
cedure. 


Summary 

Attention is called to the neglect of the 
field of obstetrical anesthesia by those in our 
specialty and to the problems caused by such 
neglect. 

The emphasis in obstetric anesthesia 
should be upon the safety of both mother 
and child, and only secondarily upon the 
comfort of the mother. Frequently, both of 
these objectives can be accomplished simul- 
taneously and satisfactorily. Generally 
speaking, heavy sedation and/or anesthesia 
with the barbiturates have no place in mod- 
ern obstetrical anesthesia. 

One of the most important advancements 
of recent years has been the development of 
Nalline as an antagonist to the depression 
caused by narcotics. 

Saddle block and light nitrous oxide-ether 
anesthesia are advocated as relatively safe 
and practical anesthetics even in the hands 
of less experienced anesthetists. 
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Abstract of Discussion 


Dr. Nanzetta: I would like to bring up the ques- 
tion of saddle block. 

Dr. Spencer: I recommend this method to physi- 
cians who are not experienced in anesthesia. I my- 
self give a low spinal anesthesia at a level which 
does away with all fundal pain. I think that is 
nearly as safe as a saddle block in the hands of an 
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experienced anesthesiologist, but not in inexperi- 
enced hands. 

Dr. Lutz: You say you are recommending saddle 
block, in the strict sense of the word, for the less 
experienced anesthetist. To perform a saddle block 
and obtain good analgesia or anesthesia, you will 
often have to subject the patient to the administra- 
tion of an additional agent which will produce gen- 
eral anesthesia, Saddle block alone wiil not relieve 
the patient of internal pain, and a higher type of 
spinal anesthesia must be given for complete relief. 

Dr. Spencer: It is true that saddle block will not 
eliminate the pain of the actual contraction, Fre- 
quently the patient still has a minor degree of pain 
in the back. 

Dr. Lutz: Nothing else is given? 

Dr. Spencer: Usually not, These patients can be 
allowed a little more sedation and analgesia during 
labor if saddle block is used terminally. 

Dr. Lutz: Let’s assume, then, that most of the 
pain will be obtunded. The patient might need a 
little more anesthesia in a forceps delivery carried 
out under saddle block as you define it. In my ex- 
perience in this part of the country, I find it neces- 
sary to talk at length with every person being given 
spinal anesthesia, It would be simpler, I think, for 
an inexperienced person to have the obstetrician do 
a pudendal block with or without anesthesia, than 
to use saddle block and perhaps have to put the 
patient to sleep with nitrous oxide. 

Dr. Spencer: There are certain obstetricians who 
can do a very satisfactory pudendal block, but I 
think the vast majority are willing to admit that 
they cannot. 

Dr. Davis: I'd like to say that anesthesia in ob- 
stetrics is no different from any other anesthesia. 
There are so many individual factors in each case 
that no one method is going to be suitable at all 
times. 

Dr. Sword: I hate to disagree, but I think that 
obstetric anesthesia is different in that two distinct 
physiologies are involved—that of the mother, which 
is known, and that of the fetus, about which little 
is known. 

Dr. Nowill: This discussion seems to boil down to 
the question of whether one method is easier for the 
so-called inexperienced anesthetist than another, I 
don’t think that special anesthesia should ever be 
given by inexperienced hands, and that the anes- 
thesiologist and obstetrician working together, can 
evolve the best combinations of agents and methods. 
Spinal anesthesia, I think, is not the method of 
choice in young people, and I am still uncon- 
vinced that this method should be used routinely 
for obstetrics. Most of the same effects can be pro- 
cured by pudendal block, and, in contrast to Dr. 
Spencer’s experience, I find that most obstetricians 
have learned how to follow the latter method quite 
adequately. Whether you combine it with Demerol 
and Nalline or Trilene is not important, Usually the 
patients do need slight sedation with pudendal block. 
I think that general anesthesia induced by cyclo- 
propane or ether or even chloroform should be re- 
served for patients who require uterine relaxation 
for interior manipulation. 

From the floor: In cesarean sections do you em- 
ploy continuous or one-shot spinal anesthesia? 

Dr. Spencer: I prefer a one-shot injection. In giv- 
ing anesthesia for a cesarean section, I am honestly 
in a quandary. With a block type of anesthesia the 
baby aspirates amniotic fluid the minute the uterus 
is stimulated, while general anesthesia will de press 
the baby before he has been subjected to uterine 
contractions and is prepared to come into the world. 

Dr. Sword: Dr. Spencer has pointed out the im- 
portant fact that por anesthesia is neglected 
by anesthesiologists. This should not be true; Ob- 
stetric anesthesia should be done by anesthesiolo- 
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gists, and the best anesthesiologists. There is no 
“ideal” method to fit every case; the problem is dif- 
ficult, and two lives are at stake, 

Dr, Spencer (closing): I believe the methods I 
have presented are as safe as any where anesthesia 
is given by inexperienced anesthetists, but there are 
other methods that may be equally safe, especially 
where anesthetic services are rendered by more ex- 
perienced personnel. 


PROBLEMS OF THE PART-TIME 
ANESTHETIST 


JAMES D. Lutz, M.D. 
HENDERSONVILLE 


Most of the medical profession is well 
aware of the large number of surgical op- 
erations that are performed annually in the 
many small hospitals that exist over our 
country. For instance, a small 50-bed hos- 
pital may do a thousand operations in a year, 
some even more. Until fairly recently, how- 
ever, except for the anesthesiologists few 
people were concerned about the problem of 
anesthesia in the small institutions. Mem- 
bers of the hospital staff were not always 
pleased or satisfied with their arrangement 
for anesthesia service, but they did not know 
exactly what to do about it. Anesthesia was 
administered for years by any doctor on the 
staff whom the surgeon could talk into help- 
ing him on a particular morning. This sys- 
tem of “You give my anesthesia this morn- 
ing and I’ll give yours tomorrow” is cer- 
tainly not one of the best, and the men who 
use it are frequently the first to admit that 
they would like a better arrangement. 


In many instances, doctors came back to 
their practices from World War II having 
gained some experience in anesthesia while 
in the service, and determined to improve 
that branch of medicine in their hospital. In 
view of the many improved techniques and 
agents in anesthesia that were available, the 
problem was, and still is, how to bring these 
improvements into the small hospital. Ob- 
viously the best way is by a thoroughly 
trained full-time anesthesiologist. It is im- 
possible, however, for every hospital to ob- 
tain such a physician, The nurse-anesthetist 
also is not the answer, for a number of 
reasons, First, the average busy practitioner 
has had a difficult enough time in the past 
keeping abreast of new developments in 
medicine and surgery, and has been unable 
to acquaint himself with the newer and im- 
proved aspects of anesthesia. He does not 
wish, then, to assume the added responsibil- 
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ity of a nurse-anesthetist, and the nurse also 
would rather work in a group where she has 
more time off and less responsibility. 


The most logical answer, then, as was 
suggested here last year by Dr. Griffith of 
Magill University, is for the staff of the 
small hospital to designate one of their mem- 
bers to look after anesthesia in their hos- 
pital, and to give him their full cooperation. 
The physician who accepts this unofficial ap- 
pointment soon finds himself beset with 
troubles that range from trivial problems 
that can be solved easily to the important 
problems that may require years for solu- 
tion. 


Problems Relating to Education 
And Experience 

In most instances, therefore, the part-time 
anesthetist is a general practitioner who is 
interested in anesthesia and who has had 
some experience, but little formal training. 
The fact that he is doing general practice 
presents a problem in itself because of the 
difficulty in giving the hospital adequate 24- 
hour coverage while conducting a busy of- 
fice practice. It is obvious that he would not 
be able to contribute as much time as he 
would like to studying the patient preopera- 
tively and observing him postoperatively. 
Even though this physician is heading a 
comparatively small anesthesia service, he is 
forced nevertheless to deal with all types of 
surgery, from the minor elective procedures 
in the excellent risk patient to major emer- 
gency surgery on poor risk patients in the 
aged group. A part-time anesthetist under- 
standably finds difficulty in becoming adept 
at certain techniques because of the small 
number of instances in which he employs 
them. For instance, the large portion of ma- 
jor surgery done in a small general hospital 
is gynecologic and lower abdominal. As com- 
pared with upper abdominal and chest sur- 
gery, these cases are much easier to handle, 
and endotracheal anesthesia, for example, 
would not often be needed for good man- 
agement. Endotracheal anesthesia would be 
required in most upper abdominal opera- 
tions, and the problem of the anesthetist is 
how to become proficient in a procedure that 
he uses infrequently but sorely needs when 
it is indicated. To say that he should do more 
intubations by widening his indications is 
not enough. Such a procedure, even in skilled 
hands, carries some morbidity, and a sur- 
geon in private practice is not going to ap- 
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preciate such a policy with his private pa- 
tients, who, in this instance, constitute all 
his patients. 

This general problem of gaining exper- 
ience, as illustrated by this one technical 
procedure, is further complicated by the lack 
of opportunity for the part-time anesthe- 
tist to improve himself. A number of post- 
graduate courses are offered over the coun- 
try, but for many they are too far away 
to be practical to attend, and they frequently 
deal with procedures and techniques that are 
beyond the scope and interest of the part- 
time anesthetist. This situation has been 
helped in the past few years by the efforts 
of the State Society’s committee on anes- 
thesia, and of people like Drs. C. R. Stephen 
and Ruth Martin of Duke, and Dr. David 
Davis of the North Carolina Memorial Hos- 
pital, to mention a few. These three took 
part last year in a two-day session spon- 
sored by Duke University, which was one 
of the most helpful and interesting that a 
general practitioner doing anesthesia could 
ever attend. It is through such informal 
courses that interest will be stimulated and 
improvements be made in the small hos- 
pitals. 

Limited Facilities 

The part-time anesthetist is, however, 
confronted with problems other than those 
of his own training and experience, The 
small hospital itself frequently lacks facil- 
ities such as space and equipment for a re- 
covery room, a condition that exists in the 
new modern plants as well as the old. This 
problem is difficult for anyone to understand 
unless he has worked in a small institution. 
We were anxious when we saw our new hos- 
pital being built to make certain a recovery 
room was included and equipped, because we 
had seen near tragedy during the immediate 
postoperative period on several occasions. 
We were, and still are, positive that we could 
train a small crew for a recovery room more 
easily than we could train the entire staff 
on the surgical floor to care for the patients 
for four to six hours, especially since the 
floor nurses seemed to change shifts so often 
that none could establish a good routine. 
However, we were told by the Medical Care 
Commission that, since our new hospital had 
less than one hundred beds, a recovery room 
was not practical, and it was not allowed in 
the plans. We still plan to improvise one 
as soon as the hospital is turned over to us 
by the Commission. We hope to train one of 
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the operating room nurses to be in charge of 
the recovery room, and thereby avoid em- 
ploying a new nurse and adding another ex- 
pense to the already over-taxed payroll of 
the struggling administrator. This plan may 
or may not work, but if it does, it is hoped 
it will relieve some of the burden of the an- 
esthetist as he tries to supervise, to some de- 
gree, the care of the patient as he returns 
from the operating room. 


Conclusion 


The general problems that I have men- 
tioned are, for the most part, based on my 
own experiences in a small hospital. They 
are, however, fairly typical of those in many 
hospitals of a similar capacity, though some 
are decidedly better off, and some are un- 
fortunately worse. I hope that. in the next 
few years interest will continue to increase, 
and that the anesthesia service which is ren: 
dered to thousands annually in the small 
hospital will be allowed to improve as other 
branches of medicine go forward. 


Abstract of Discussion 


Dr. Nowill: I was surprised to learn that the 
Medical Care Commission wouldn’t allow you a re- 
covery room. 

Dr, Lutz: We were told that with fewer than 100 
beds, space could not be provided—that it would 
not be practical. 

Dr. Nowill: I consider a recovery room to be more 
necessary in a small hospital than in a larger one, 
the main reason being one of personnel. It is easier 
to train two or three nurses for 24-hour coverage of 
a recovery room than it is to train 25 to take care 
of postoperative patients in an entire hospital. A 
recovery room does not have to be limited to imme- 
diate postoperative cases. It may often be used for 
surgical patients who are in poor shape or who have 
some complication. The nurse who has been specially 
trained can do a better job of caring for those pa- 
tients in a room set aside for the purpose, whether 
the hospital is large or small. 

Dr. Davis: One of the greatest mistakes that have 
been made in the field of medical care in recent 
years is the assumption that the cc..struction of a 
building provides good medical care for a given lo- 
cality. I would like to ask what we can do to interest 
more physicians in anesthesia on a part-time basis. 

Dr. Lutz: In addition to seeing that they are given 
adequate compensation for their efforts, I think 
perhaps the most effective way would be to educate 
the medical profession as well as the public as to 
the difference between a physician-anesthetist and 
a nurse-anesthetist. The second way would be to 
provide short-term instructional courses for general 
practitioners, 

Dr. Nowill: Duke Medical School offers a three- 
month course for such practitioners. 

Dr. Sword: If there are no other questions, I would 
like to take exception to one remark made by Dr. 
Lutz. We were all taught that the patency of the 
airway is most essential, and I can think of no bet- 
ter method of maintaining it than by intratracheal 
anesthesia. Today, with the use of muscle relaxants, 
it is a relatively simple procedure, and I feel that 
all patients undergoing major surgery are justified 
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in having it. For years surgeons have had an er- 
roneous impression that intratracheal anesthesia is 
definitely injurious, In eight years of working in a 
tuberculosis sanatorium, I have seen no injury to 
the cords or any other difficulty resulting from it, 
and I cannot agree with those who say that the pro- 
cedure is contraindicated because of trauma. 

Dr. Spencer: In one year during which I was in 
charge of anesthesia at the Massachusetts Eye and 
Ear Infirmary, we saw one lesion of the cords that 
could be attributed to that cause. 


* * 


THE USE AND ABUSE OF 
MUSCLE RELAXANTS 


DAvip A. DAvis, M.D.* 
CHAPEL HILL 


The response of surgeons and anesthetists 
to the introduction of muscle relaxants has 
been varied. Some welcomed them with en- 
thusiasm and employ them routinely. Others 
employ these drugs cautiously, carefully re- 
specting their indications and contraindica- 
tions. A few have ignored these drugs com- 
pletely, prefering to rely on methods with 
which they are familiar and in which they 
recognize the limitations. These attitudes 
are found in the case of any group of drugs, 
and only the passage of time can determine 
whether or not the widespread use of a drug 
is justified. The passage of time will also tell 
whether physicians prescribing the drug 
will abuse it and thus bring it to an untimely 
death. 


The Use of Curare 

Curare was reintroduced into medical 
practice a little over a decade ago. Although 
the basic pharmacology and most of the 
present clinical applications had been de- 
scribed in the nineteenth century, the lack 
of an adequately pure and standardized 
preparation held back its general use until 
about 1942. Since the original work of 
Claude Bernard, there have been few addi- 
tional basic contributions to extend our 
knowledge of its action or broaden its field 
of usefulness. 

Curare and other muscle relaxants were 
introduced into anesthesia in order that 
muscular relaxation might be obtained with- 
out subjecting the patient to the hardship of 
deep anesthesia. There was no other justi- 
fication for their use. Unfortunately, many 
anesthetists and surgeons came to regard 
muscle relaxants as agents which could be 
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used in order to speed up the production of 
what they considered good operating condi- 
tions. The anesthetist found it easier to in- 
ject a drug into a vein than to provide physi- 
ologic anesthesia. The surgeon was usually 
pleased and complimented the anesthetist on 
a “good anesthesia.” Soon the anesthetists 
begen to believe this. 

It is safe to say that the average anes- 
thetist knows infinitely less about curare 
than did Claude Bernard nearly a century 
ago, yet he or she dispenses poisons of this 
type daily with the greatest unconcern, and 
too often relies on reversing the effects of 
an overdose with drugs about which they 
know even less. 


Effects of Anesthesia on Respiration 


Attention has been thus diverted from the 
principles of good anesthesia. Because it. is 
so easy to provide muscular relaxation, the 
basic issue of muscular contraction has been 
forgotten. Little thought has been given to 
the problem of why it should be necessary 
to overdose patients with anesthetics or 
muscle relaxants in order to relax the ab- 
dominal muscles, If one compares the state 
of activity of the abdominal wall of the aver- 
age well sedated surgical patient befcre and 
after the induction of anesthesia, 4 marked 
difference will be noted. Furthernio-v, the 
difference will be directly related to the res- 
piratory activity, and can be easily dupli- 
cated in the conscious person by the inhala- 
tion of small amounts of carbon dioxide 
without any anesthetic agent. This would 
suggest that increased respiratory activity 
of the abdominal wall in the anesthetized 
patient is related to inadequate ventilation 
and carbon dioxide accumulation rather 
than to any effect of the anesthetic agent. 
Carbon dioxide is the most potent respira- 
tory stimulant known, and all methods of 
general anesthesia tend to interfere with its 
elimination. Even mild excesses of carbon 
dioxide in the conscious person cannot be 
tolerated without extreme discomfort. When 
the anesthetist produces abdominal relaxa- 
tion by means of deep anesthesia or muscle 
relaxants and receives the congratulations 
of the surgeon for “good anesthesia,” it is 
safe to say that the patient is indeed for- 
tunate to be unconscious, for otherwise he 
could not endure such a severe alteration of 
respiratory function. 


The hypocapneic technique of controlled 
respiration demonstrates that abdominal re- 
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laxation can be obtained easily in the ab- 
sence of respiratory activity, but it also has 
proved to be a difficult technique to master. 
The use of “assisted respiration” to improve 
ventilation is easier and safer, but requires 
meticulous attention to detail and cannot be 
effectively employed by an anesthetist who 
has also to combine the functions of an in- 
tern, circulating nurse, and orderly. 

A prominent anesthesiologist recently re- 
marked that he used muscle relaxants very 
seldom, and then in doses which many would 
consider homeopathic. This man is one of 
the few experts in inhalation anesthesia, 
and one who obtains with cyclopropane and 
adequate ventilation what others employ 
deep ether and muscle relaxants to produce. 


Experimental work in laboratory animals 
would indicate that the response to at least 
one musclé relaxant is considerably altered 
when the carbon dioxide content of the body 
is abnormal. When excessive amounts of 
carbon dioxide are present, much larger 
amounts of muscle relaxants are required. 
and the duration of their action may be pro- 
longed considerably. Clinical impressions 
support this finding. 


Conclusion 


From more than a decade of experience 
with the use of muscle relaxants, one might 
conclude that these drugs possess an inher- 
ent safety factor, as proved by the hundreds 
of thousands of patients who have survived 
their usage. One might also conclude that 
most of these patients have recovered satis- 
factorily in spite of the use of muscle relax- 
ants. Regardless of one’s attitude toward 
these drugs, their use seems firmly estab- 
lished, and they have proved valuable allies. 
The great danger lies not in their use but in 
their misuse. Too often the internist finds 
it easier to give “shots” than to examine 
the chest, or the surgeon relies on blood 
transfusion and antibiotics to counteract di- 
agnostic and technical errors. Similarly, the 
anesthetist, in a busy operating room sur- 
rounded by surgeons overanxious to draw 
blood, finds it much easier to paralyze the 
victim than to adhere to the basic principles 
of good anesthesia, foremost of which is 
adequate ventilation. 


Abstract of Discussion 


Dr. Sword: | agree with Dr. Davis that, in view 
of the fact that patients are surviving the wide- 
spread and thoughtless use of muscle relaxants, God 
must be on their side. I believe that we are justified 
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in using these drugs in the patient suffering from 
tuberculosis, since they lessen the possibility of 
trauma. During the operation that lasts for four or 
five hours, in which breathing must be assisted and 
not controlled, I would rather use a relaxant than 
increase the depth of the anesthesia. I am convinced, 
however, that the day of the closed circle technique 
in thoracic surgery is probably over, and that the 
ideal for these operations is the Waters to-and-fro 
method, It is mandatory, I think, that all who give 
anesthesia in these cases watch the operating field 
at all times, noting the diaphragm, and particularly 
the amount of distention on the side of the opera- 
tion. 

Dr. Nowill: I would like to ask Dr. Davis how he 
accounts for Dr. Breecher’s statistics showing that 
the mortality rate when curare was used was seven 
times higher than when it was not used. This was 
true regardless of who gave the anesthetic, the 
condition of the patient, the curare preparation 
used, or what other drugs were used. 

Dr. Nanzetta: I was familiar with about 9 of the 
cases in that series, and at least 8 of the deaths 
could not be attributed to curare, I don’t think the 
statistics are correct. 

Dr. Nowill: Duke is one of the hospitals that con- 
tributed to these figures, and ours more or less 
parallel Dr. Breecher’s. I will say that I do not know 
why the mortality should be greater when curare is 
used. It may have something to do with controlled 
respiration, 


Dr. Sword: I would like to ask both Dr. Davis and 
Dr. Nowill if the use of the semi-open technique 
throughout an entire operation is as dangerous as 
the use of a completely closed system. 

Dr. Davis: By semi-open I assume you mean 3 or 
4 liters of gases flowing in the circuit per minute. 


Dr. Sword: I mean the use of high-flow oxvgen 
and other gases. In other words, I think that a high 
arterial oxygen flow is probably as important as a 
build-up of carbon dioxide, 

Dr. Davis: Without commenting on that, I think 
definitely that carbon dioxide retention is much less 
apt to occur, to a serious degree, with the use of the 
so-called semi-open, or, as others would call it, the 
semi-closed system, Certainly when some of the 
gases are allowed to escape, carbon dioxide will 
escape, too. 

From the floor: Was your preference for the to- 
and-fro techniaue for thoracic surgery from the 
standpoint of vision alone? 


Dr. Sword: I prefer the to-and-fro technique be- 
cause: (1) It is far easier to sterilize anesthetic 
eauinment for future operations; (2) the anesthesi- 
ologist dealing with a tubercular patient must keen 
his eye on the field: and (3) he must keen his hand 
on the bag. With the closed circle, I don’t think it 
is possible to keep your hand on the bag. 


Dr. J. R. Hoskins (Asheville): At Oteen we have 
been using the semi-closed techniaue with evclo- 
propnane-oxygen, while at Black Mountain I have 
continued to use the closed circle filter, with evclo- 
propane-oxygen and occasionally ether. To be hon- 
est, T can’t see that one method is particularly het- 
ter than the other. I think our onerations take less 
time at Black Mountain. but whether the anesthetic 
techniaue makes the difference or not, IT don’t know. 
Concerning the use of muscle relaxants, it seems to 
me that thev are of little use in chest surgery and 
serve only to depress the patient just that much 
more. 

Dr. H. E. Hall (Durham): No one drug is any 
safer than the person using it, particularly in the 
case of muscle relaxants. They can be used cau- 
tiously to prevent anoxia and also hypercapnia with 
all safety, but used indiscriminately, in untrained 
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hands, they can cause considerable trouble. On the 
other hand, it is possible to have better anesthesia 
with muscular relaxants than without them. 

Dr. Davis (closing): Statistics reported from 
Washington, D, C., show a high mortality with the 
use of muscle relaxants. In the majority of cases, 
however, the drug had been used in an attempt to 
intubate the patient. Intubation had failed, control 
of the airway was lost, and the patient died of an- 
oxia. That simply proves what Dr. Hall said—that 
drugs are no safer than the person using them. I 
still feel, however, that in spite of everything, these 
drugs can be useful if used wisely, and I suggest 
that we do not abuse the privilege. 


THE GYNECOLOGIC ASPECTS OF 
STRESS INCONTINENCE 
OF URINE 


JESSE CALDWELL, M.D., F.A.C.S. 


GASTONIA 


The practice of medicine is usually con- 
cerned with the preservation of life. In many 
instances, however, other results are sought. 
In gynecology a concrete example is found in 
our attack on stress incontinence of urine. 

As distinguished from incontinence of 
urine in the female in which there may be a 
continuous leaking of urine from the blad- 
der or an involuntary emptying of the blad- 
der upon reaching a certain stage of full- 
ness, stress incontinence occurs when there 
is an increase in the intra-abdominal pres- 
sure. A woman may have perfect bladder 
control until she coughs, sneezes, laughs, 
lifts something, rises out of a chair or steps 
up, any one of which activities increases the 
intra-abdominal pressure and causes a vary- 
ing amount of urine to escape involuntarily 
from the bladder. 

Stress incontinence of urine does not seem 
to worry many patients who have it. This 
may be due to the fact that women’s attire 
may allow some urinary incontinence with- 
out disclosure. Patients rarely present them- 
selves with the chief complaint of urinary 
stress incontinence, in contrast to their read- 
iness to admit this symptom when examina- 
tion shows a cystocele or prolapse. 

Many of the causes of incontinence in the 
female will be omitted from this discussion. 
These include certain congenital defects such 
as hypospadias, epispadias, extrophy of the 
bladder, and ectopic opening of the ureters. 
Also excluded are neurologic causes such as 
spina bifida occulta, multiple sclerosis and 
spinal cord tumors, and urologic conditions 
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ner’s ulcer. 


Etiology 


The cause of stress incontinence is not the 
same in all cases. In some instances, there 
is a weakening or relaxation of the urethral 
muscles. In other cases, these muscles have 
good tone, but owing to the relative low posi- 
tion of the bladder, are ineffective as a valve. 
Scarring in and around the urethral sphinc- 
ter will so fix the organ in a rigid position 
as to impair its competence. In other cases, 
stress incontinence occurs for the first time 
following a repair operation for cystocele, a 
vaginal hysterectomy, or a LeFort operation, 
Destruction of the urethra resulting from 
tumor or radiation will not be included here. 


Diagnosis 


Most cases of stress incontinence occur in 
women who have had one or more children. 
The condition is sometimes present, however, 
in nulliparous women when there is some 
prolapse of the uterus. Most commonly the 
patient is about 45 years of age, and is the 
mother of several children. For a few months 
or years she has had no contro! over her 
bladder on coughing, sneezing or laughing. 
She may or may not have noticed a protru- 
sion from the vagina, but usually she will 
complain of a heavy bearing-down feeling in 
the pelvis, especially while at work. Exami- 
nation shows a moderate cystocele, and if 
the patient coughs with a full bladder, in- 
continence is demonstrated. Cystoscopy, cys- 
tometry, and cystourethography are valuable 
procedures, and should be used when prac- 
ticable. 


Other cases, however, do not present the 
cystocele, and endoscopic examination will 
show that with straining or coughing the 
internal sphincter opens instead of holding 
tightly. Cystoscopy is desirable in all cases 
of stress incontinence, but it is a necessity 
in cases in which there is no prolapse or 
cystocele. A roentgenogram of the lower 
spine should also be made in these later 
‘vases, in order to rule out spina bifida oc- 
culta. 


Treatment 
Treatment today is by medical, physical, 
and surgical methods. In some postmeno- 
pausal patients with poor turgor of the pel- 
vic tissues, the administration of some estro- 
genic substance to the vagina will increase 
the tissue tone and in many cases cause the 
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such as local infection, diverticula, and Hun- 


Figure 1 


symptom to disappear for a while. Occasion- 
ally a patient is seen with prolapse of the 
uterus, chronic cervicitis, and stress incon- 
tinence of urine. While waiting to be ad- 
mitted for elective surgery, she is given some 
preoperative treatment in the form of stil- 
bestrol vaginal suppositories. When the 
time for hospital admission comes, she does 
not appear, and investigation usually shows 
that the stress incontinence has been cured 
and the prolapse is considerably improved, 
causing the patient to decide that an opera- 
tion is unnecessary. Some time after the 
cessation of the treatment, however, the 
symptoms usually recur and the patient is 
finally subjected to repair. 


The next method is physiotherapy to the 
muscles of the pelvis, Kegel" of Los An- 
geles, in 1948, introduced the perineometer 
for progressive resistance exercises to re- 
store tone in relaxed pelvic muscles (fig. 
i). This instrument consists of a semi-rigid 
obturator covered with rubber and connected 
to a manometer. 


The obturator is inserted into the vagina, 
and the patient is instructed to contract the 
voluntary muscles in the area and to observe 
the degree on the manometer. The usual 
exercise is to contract on the obturator 10 
to 15 minutes two or three times daily, and 
to record the maximum pressure obtained. 
This exercise is beneficial in many cases. The 
originators claim good results in cases which 
had failed to improve following primary op- 
eration for stress incontinence. The device 
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may be used frequently as the first method 
of treatment, and probably is of greatest 
value to young women with annoying stress 
incontinence who evidence little prolapse or 
cystocele, and in whom surgical repair is 
not desirable at the time. Since success of 
the treatment depends entirely on the pa- 
tient’s initiative and action, however, we 
cannot hope for good results in all. cases. 


Surgical procedures 

A number of interesting operative pro- 
cedures for the treatment of this condition 
have been popularized over the years. Ap- 
parently there is no one procedure which will 
give complete continence in 100 per cent of 
the cases. The variety of the operations 
which have been used is indicative of the in- 
consistent results. 

The famous Kelly operation for stress in- 
continence of urine consists of plicating in 
the midline from below the upper one third 
of the urethra and the bladder neck‘*’. The 
Kennedy operation is one in which the scar 
tissue surrounding the urethra and vesical 
neck is freed by dissection. AS many cases 
of stress incontinence are associated with 
marked prolapse or cystocele, a more ex- 
tensive procedure — such as anterior and 
posterior repair, Manchester repair, or vag- 
inal hysterectomy and repair—may be em- 
ployed, In those cases of urinary stress in- 
continence which are due to relaxation of 
the pelvic floor and lowering of the bladder 
neck, the corresponding repair or vaginal 
hysterectomy is indicated, and the plication 
of the tissue about the upper urethra is 
merely coincidental. 

It is probable that the first procedure in- 
dicated would be some type of operation 
from below, and this should include plica- 
tion of the tissue below the urethra and blad- 
der. Since it is sometimes difficult to find 
the various structures in the anterior va- 
ginal wall, it is frequently advantageous to 
insert a small mushroom catheter in the 
bladder to be used as a landmark. The lack 
of anatomic detail is in marked contrast to 
that found at other operations in the an- 
terior vaginal wall, such as the removal of a 
urethral diverticulum, where the urethra and 
the sphincter are usually easily located and 

indentified. 

The procedure done in cases associated 
with descensus and cystocele is one in which 
the urethra and vesical neck are plicated in 
a Sagittal plane with either interrupted or 
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continuous sutures. Below this point the 
vesicovaginal fascia may also be plicated in 
the same plane. Sometimes it has been found 
advisable, in those cases which show no cys- 
tocele or descensus of the uterus, to plicate 
the tissue of the urethral sphincter and vesi- 
‘al neck in a horizontal plane. After the 
vesicovaginal fascia has been carefully dis- 
sected from the urethra and the vesical neck, 
and the sphincter area has been identified by 
the position of the mushroom catheter, the 
sparse muscle fibers in the area of the in- 
ternal sphincter are then plicated with fine 
catgut sutures in a horizontal plane or a 
semi-circular curve. This gives more body to 
the urethral muscles after repair. 

Good results from the initial repair op- 
eration are obtained in about 85 per cent of 
the cases. In clinics with good technicians 
using recognized precedures, this seems to 
be a fairly constant figure. The remaining 15 
per cent, in which results were poor, were 
responsible for another round of techniques 
for the correction of this condition, There 
have been many cases in which a number of 
plastic operations have been performed 
from below, each producing the same bad 
results. More than a decade ago the first of 
the sling operations began to be popularized. 
Aldridge’), in 1942, described his sling op- 
eration, in which a strip of rectus fascia was 
carried beneath the bladder neck. Other 
slings were formed by using the round liga- 
ments and transplanting strips of fascia lata 
beneath the vesical neck'*’. Later, various 
modifications were introduced by others, in- 
cluding Studdiford and Millen and Read). 
All these procedures have been used for pa- 
tients who had previously been operated on 
from below with poor results. The primary 
aim of a sling operation is to elevate the 
bladder neck to give better control on strain- 
ing. 

In 1949, Marshall, Marchetti, and 
Krantz'® described another technique by 
which to elevate the bladder neck. This was 
essentially a suspension of the periurethral 
tissues to the periosteum, posterior to the 
symphysis pubis. Since that time there have 
been modifications of this procedure in which 
the fascia of the anterior vaginal wall is su- 
tured to the periosteum and portions of the 
bladder neck and bladder itself sutured to 
the anterior abdominal wall. Tantulum 


plates have also been used to maintain ele- 
vation of the upper urethra and lower blad- 
der“, 
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Summary 


Stress incontinence of urine occurs either 
alone or in conjunction with other pelvic 
disorders. A gynecologic case of stress in- 
continence of urine is identified after proper 
evaluation by pelvic examination, urinalysis, 
cystoscopy, cystometry, and cystourethrog- 
raphy. Unless otherwise indicé ited, some 
surgical procedure is justified in these “ases, 
A primary approach from below, plicating 
the urethral sphincter and elevating the an- 
terior vaginal wall, is the most common 
procedure. Should this result in a failure, a 
suprapubic procedure is justifiable. 
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Discussion 

Dr. H. Fleming Fuller (Kinston): We are indebted 
to Dr. Caldwell for calling attention to a condition 
whose cardinal symptoms are frequently regarded 
as incidental by both doctors and patients. The be- 
lief of many of our patients that urinary stress in- 
continence is experienced to some degree by most 
women accounts for their hesitancy in calling at- 
tention to the condition unless directly questioned 
about it. As Dr. Caldwell has pointed out, they free- 
ly report various symptoms referable to prolapsus, 
cystocele, or rectocele, but hesitate to mention that 
when straining, coughing, laughing, or lifting some- 
thing heavy, they often involuntarily express a small 
amount of urine. Though apparently embarrassed 
by this symptom, they will talk about it freely in 
response to direct questioning. I have found, more- 
over, that relief of this annoying and somewhat 
distressing symptom by a surgical procedure results 
in an extremely grateful patient. 

Cases of stress incontinence may be divided into 
three categories: (1) those associated with an ure- 
throcele or a cystourethrocele; (2) those following 
childbirth injury, but not associated with demon- 
strable urethrocele or cystourethrocele ; (3) those 
occurring in nulliparous women in whom no definite 
innervation to the urethra or bladder can be demon- 
strated. 

In our practice, the first group exceeds by a large 
percentage the other two groups combined. These 
patients usually present either a first or a second 
degree descensus uteri. In addition, a large number 
have had four to six children in quick succession 
and are frequently suffering from what, for want 
of a better term, might be called maternal exhaust- 
ion. In such cases we feel that a vaginal hysterec- 
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tomy and an anterior-posterior repair is the pro- 
cedure of choice. The stress incontinence is usually 
the result of herniation of the vaginal wall, which 
causes the urethra to be pulled down, thereby pre- 
venting the concentric closure of circular fibers in 
the urethral sphincter. Here it is important to bring 
together the pubovesicocervical fascia in the mid- 
line, thus supporting the urethra and the bladder as 
the anterior repair is carried out. The fascia may 
or may not be plicated, depending on the extent of 
pathologic change found at the time of operation. 
In these cases, operative results are almost uni- 
formly good. In a small number of cases in which 
preservation of the reproductive function is desired 
and in which descensus is only moderate, repair of 
the cystourethrocele in the usual manner is the 
method of choice. We still believe that it would be 
best to wait until that other child has arrived and 
then proceed with the definitive procedure. 


In the past 10 to 12 years we have found no use 
for the Watkins transposition, the Spalding-Rich- 
ardson, the LeFort, the modified LeFort, or any of 
the intra-abdominal uterine suspension types of pro- 
cedures, 


In the second group, stress incontinence is usuall 
caused by some destruction of sphincter fibers, wit 
subsequent scarring resulting from obstetric in- 
jury. In these cases, the dissection should be carried 
more completely around the urethra. Scars which 
have prevented good sphincter closure are thus re- 
leased. Meticulous plication of the fascia the entire 
length of the urethra gives best results, 


When intra-abdominal tumors, cystic masses, and 
the like are too large to be removed through the 
vaginal route, the abdominal approach is necessary. 
In this case, when a cystourethrocele presents its 
accompanying symptoms, one does not feel that he 
has given his patients the best results unless this 
condition is corrected by some means. We feel that 
the Marshall-Marchetti approach is a definite addi- 
tion to available operative procedures. In a recent 
issue of the American Journal of Obstetrics and 
Gynecology Masters has described a procedure pre- 
viously discussed by Marek, Weinstein, Schauffler, 
and Macleod. Masters has made definite additions 
to the original technique, and his article is well 
worth reading. These two procedures—the Marshall- 
Marchetti and the Masters—provide effective means 
of correcting the cystourethrocele from above in 
o~_ where the vaginal approach is not the one of 
choice. 


As to the physiotherapeutic approach to the treat- 
ment of stress incontinence, we have not used the 
perineometer, but we routinely instruct our patients 
at the time of the six weeks’ check- -up to practice 
vaginal contraction exercises two to three times 
daily for several months, The purpose of these exer- 
cises is to restore good vaginal tone and to prevent 
later distressing symptoms, among which stress in- 
continence is of prime importance. 


Nutrition and Food. Formerly our food habits 
were the result of tradition, of racial and personai 
tastes and, in national crises, of force majeure. Our 
new knowledge leaves the diet to many of us more 
or less unchanged, because we can get so much, and 
such varied, food that the nutritionists’ ideal—a 
“balanced diet”—is amply preserved. But to many 
others, and specially when some important foods 
are in short supply, the new knowledge is very 
helpful, that is, if we have the sense to acquire it— 
Horder, L.: Fifty Years of Medicine, New York, 
Philosophical Library, 1954, p. 23. 
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THE EFFECT OF NICOTINIC ACID AND 

PENTYLENETETRAZOL IN THE THER- 

APY OF PSYCHIATRIC SYMPTOMS OF 
CEREBRAL ARTERIOSCLEROSIS 


LLoyp J. THOMPSON, M.D.* 
and 
RICHARD C, Proctor, M.D.+ 


WINSTON-SALEM 


While scientific advancement in medicine 
during the past two decades has increased 
the life span of the average individual, it 
has also produced new problems which must 
be faced by those who practice the healing 
arts. Statistics released by the larger life in- 
surance companies show that at the present 
time more than one-third of all persons first 
admitted to public mental hospitals in the 
United States are more than 65 years of age, 
and tnat by 1980, 26 million people will be 
aged 65 or over. Casual recognition of this 
fact will indicate that the problem of emo- 
tional disorders associated with cerebral 
arteriosclerosis will become even more com- 
mon than it is at present. 

Various forms of therapy have been tried 
in recent years with differing results. Moore 
and his associates''’ have described a thera- 
peutic regimen utilizing intravenous nico- 
tinic acid and histamine in alternating doses 
in the treatment of psychotic states associ- 
ated with cerebral arteriosclerosis. We have 
described the use of nicotinic acid and mini- 
mal amounts of phenobarbital in increasing 
oral doses in the treatment of depressive 
states’*). Chesrow and others’ have fully 
described the historical background and 
rationale pertaining to the use of oral penty- 
lenetetrazol in the treatment of senility due 
to arteriosclerosis, Levy’) combined the use 
of oral Metrazol and nicotinic acid in the 
treatment of aged patients, and his results 
indicated to us that further study of this 
particular combination should be carried out. 
This paper is an attempt to present the re- 
sults obtained in the therapy of patients with 
emotional illness associated with cerebral 
arteriosclerosis utilizing Nicozol*, which is 


From the Department of Psychiatry and Neurology, Bowman 
Gray School of Medicine of Wake Forest College, Winston 
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_ *Nicozol, manufactured by Drug Specialties, Inc., Winston- 
Salem, N. C,, was prepared and saoplied for this specific use. 
A capsule containing the same dosage was made available 
also, but we preferred the elixir to aid in combatting loss of 
appetite and poor digestion, 
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a preparation containing 100 mg. of nico- 
tinic acid and 200 mg. of pentylenetetrazol 
per teaspoonful in a lactate of pepsin base 
containing only 5 per cent alcohol. 


Background 


Pentylenetetrazol is used as an analeptic 
agent. In cerebral arteriosclerosis the nor- 
mal physiologic oxygen balance is impaired 
and anoxemia results. Pentylenetetrazol ex- 
erts its influence on the whole cerebrospinal 
axis, but its effects are most marked on the 
higher centers, when these are depressed. 
There is a stimulation of the respiratory cen- 
ter, with improved pulmonary ventilation 
and circulation and subsequently improved 
cerebral oxygen exchange. There is also an 
increase in nerve impulse transmission, an 
improved vascular tone, and a general sense 
of well-being. 

There is considerable corfusion as to 
whether or not oral nicotinic acid produces 
any cerebral vasodilatation. Certainly some 
competent investigators seem to feel that it 
does exert such an effect on the human or- 
ganism. 

Nicotinic acid, a compound synthesized in 
1867"°', was isolated by Funk‘ in an at- 
tempt to purify the anti-beriberi vitamin. 
He failed, however, to note the relationship 
between niacin and pellagra. Many investi- 
gators later established the role of nicotinic 
acid and niacinamide in deficiency dis- 
eases'"), Later it was recognized that pel- 
lagra is a syndrome involving other vita- 
min deficiencies, but that nicotinic acid is 
effective in relieving the mental symptoms, 
dermatitis, and the mucous membrane le- 
sions occurring in this syndrome. Strecker 
and Ebaugh‘*’ and Noyes recognized that 
emotional disturbances, as well as outspoken 
psychotic symptoms, may be features of 
pellagra. 

Reports published by Cleckley"”’ and Syn- 
denstricker''') in 1939 and 1941 claimed im- 
provement following treatment with nico- 
tinic acid in a group of patients suffering 
with stuporous states or other active psycho- 
ses not definitely related to pellagra. 


Joliffe\'*), in 1940, utilized this vitamin in 
treating a syndrome characterized by con- 
fusion and clouding of consciousness. The 
majority of his patients showed a clinical 
picture suggestive of psychosis due to physi- 
ologic or pathologic changes in the brain 
and no clinical signs of pellagra. 

In 1950 Washburne''*) called attention to 
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the beneficial results following large doses 
of nicotinic acid in the treatment of a small 
group of patients presenting symptoms of 
depression. 


Material and Method 


We are now conducting further studies 
utilizing pentylenetetrazol and nicotinic acid 
with 100 mg. of betaine, which is a lipo- 
trophic agent. The studies were carried out 
on both inpatients and outpatients over a 
period of about eight months. Results were 
analyzed on the basis of reports from nurses, 
referring and family physicians, families of 
patients, and personal observation. In addi- 
tion, some reports were taken verbally from 
patients themselves, with an attempt to be 
as objective as possible in evaluating this 
latter source. 

The patients presented varying symptoms 
—from mild confusion and memory loss to 
the more bizarre picture of aggressiveness, 
hostility, disorientation, and marked confu- 
sion. When necessary, mild sedation was 
used occasionally in addition to the prepara- 
tion under study. The dosage of Nicozol 
used was 5 ce. (one teaspoonful) adminis- 
tered orally 30 minutes before each meal. 
This report deals with the results obtained 
in 60 patients treated by the method as out- 
lined above. 

Results 


As would be expected, patients who pre- 
sented milder symptoms showed a more 
marked response to the medicine; of the 60 
patients treated, 30 fell into this classifica- 
tion. They ranged in age from 56 to 81, with 
an average of 72. The symptoms were mild 
confusion and distortion in time, circumstan- 
tiality of the stream of talk, impairment of 
recent memory while remote memory was 
relatively intact, and some childishness of 
their mood. The families of this group had 
stated that the patients “talked about the 
past all the time and wanted to ramble 
around, particularly at night.” 

Of this group of 30 patients there was 
what was felt to be marked improvement 
in 10, moderate improvement in 10 others, 
mild improvement in 4, and no improvement 
in 6. The improvement was noted to be 
gradual—after two to three weeks of ther- 
apy—but this group continued to improve 
up to three months after the therapy was 
begun, Again, some of the reports from 
members of families were to the effect that 
“Mother is more relaxed, eats and sleeps 
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Table 1 
Patients with Milder Symptoms No. 
Marked improvement 10 
Moderate improvement. 
30 
Patients with More Severe Symptoms 
Psychotic 
Marked improvement ...... 7 
Moderate improvement 7 
Mild improvement. 
No improvement ......... 
22 
Non-Psychotie 
No improvement .................... 
8 
Total 60 


We have not specified as a category “cured” pa- 
tients, but rather have utilized the term “improve- 
ment” in describing our results. 


better, does not live in the past so much, and 
seems happier.”” From a clinical standpoint, 
on examination these patients were less 
tense and anxious, exhibited less circumstan- 
tiaJi4 ,, reported improved appetite and sleep 
patterns, and were more cheerful. Of the 6 
patients who reported no improvement sub- 
jectively, none was noted objectively. How- 
ever, there was none of these 6 whose symp- 
toms were aggravated or increased. 


Thirty patients whose symptoms were 
considered to be severe were treated. Twen- 
ty-two of these were frankly psychotic, with 
symptoms of paranoid ideation, disorgan- 
ized thinking, gross disorientation and con- 
fusion, occasional belligerent and hostile be- 
havior, and severe memory loss in both re- 
cent and remote areas. Eight patients show- 
ed more marked confusion and memory loss 
than the first group, but did not present 
symptoms of paranoid ideas, aggressiveness, 
or hostility. Four of this latter group were 
bedridden at the beginning of therapy. With 
therapy, the following results were ob- 
tained: among the 22 patients who were 
frankly psychotic there was marked im- 
provement in 7, moderate improvement in 
7, mild improvement in 3, and no improve- 
ment in 5. Of the 8 other patients men- 
tioned above, there was improvement in 5, 
including 2 who were bedridden. One of the 
bedridden patients, after six months of treat- 
ment, was able to leave her home and ride 
more than a mile in a car to be examined 
by her family physican. 
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Therefore, the results obtained in our 
series of cases are tabulated in table 1. 


Summary and Conclusions 

A series of 60 patients with psychiatric 
symptoms associated with cerebral arterio- 
sclerosis is presented. The method of treat- 
ment utilized a preparation containing Pen- 
tylenetetrazol (200 mg./teaspoonful) and 
nicotinic acid (100 mg./teaspoonful) in a 
lactate of pepsin base containing only 5 per 
cent alcohol. This latter percentage was cho- 
sen so that confusion would not result from 
utilizing a higher percentage of alcohol in 
the medication. 


Gratifying improvement occurred in 46 
of these 60 patients. The combination proved 
safe, simple to be administered, inexpensive, 
and without undesirable side effects. It can 
be given on an outpatient basis. 


This combination of an analeptic (penty- 
lenetetrazol) and vasodilator (nicotinic 
acid) is of value in the therapeutic manage- 
ment of elderly patients both in hospitals, 
nursing homes, or in their own homes. We 
submit that enough evidence is present to 
warrant further studies in this area. 
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CHANGING ATTITUDES TOWARD 
CHILDREN IN THE PAST 
CENTURY 


ALANSON HINMAN, M.D. 
WINSTON-SALEM 


Source material concerning attitudes to- 
ward children during the last half of the 
nineteenth century is scarce. Nearly all of 
the available opinions are those of physi- 
cians and educators, and they are not neces- 
sarily true measures of the general attitudes 
that prevailed at the .ime. 


Early Attitudes Toward Children 


It is hard to realize that until the first 
quarter of the twentieth century little was 
written avout children themselves. During 
the centuries of recorded medical history, 
occasional books and monographs demon- 
strated a sporadic interest in the diseases of 
children, but works on children and child- 
hood were rare indeed. One of the earliest 
recorded books on diseases of children was 
that of Baggellardi, published in Padua in 
1472. In 1545, Thomas Phayre published his 
“Boke on Children,” which was written in 
the vernacular of the times and perhaps 
made its author a predecessor of Dr. Spock. 
It was, however, concerned mainly with the 
diseases of childhood, not children. 


Not until the first part of the nineteenth 
century did physicians begin to take an ac- 
tive interest in dealing with children as well 
as their diseases, and it was in this period 
that the specialty of pediatrics began to de- 
velop. It is interesting to note that chapters 
on the training and management of chil- 
dren were “new” additions to texts written 
during the 1800-1820 period. In Dewees’ “A 
Treatise on Physical and Medical Treatment 
of Children,” published in 1826, about 100 
pages are devoted to habit-training, exercise, 
feeding, weaning, and the general physical 
and moral care of children. Ewell, in 1806, 
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stressed the importance of a healthy mind 
over a healthy body. He was clear and ex- 
plicit in recommendiug distraction rather 
than corporal or verbal punishment as a 
training method, and he emphasized the need 
for consistency and patient firmness, Chil- 
dren were beginning to be recognized as fu- 
ture citizens, and much interest in their 
early training was beginning to appear. The 
stirrings of social conscience in the areas of 
child labor led, in 1836, to enactment of the 
country’s first child labor laws in several 
states. 

Such then was the picture just prior to the 
opening of the century 1854-1954, 


The Picture in North Carolina 

Now to localize the picture to North Caro- 
lina as much as possible. Of all the southern 
states, North Carolina is in many ways 
unique. It was, in contrast to its neighbors 
Virginia and South Carolina, settled by peo- 
ple who were by extraction and purpose 
solidly middle class, intent on a life close 
to the land, independent of overlords, and 
with a chance for self-determination. With 
the exception of the German settlers in the 
western part of the state, there was con- 
siderable homogeneity of racial stock, which 
was predominantly British. In all honesty, 
though, most of the early settlers were not 
highly cultured, nor were they interested in 
literary and social pursuits. They were not 
to become great land and slave owners, as 
were the pioneers in Virginia and South 
Carolina, but were destined to continue, in 
the main, as small farmers and craftsmen, 
until the industrial revolution that followed 
the period of Reconstruction. 


North Carolina has always been a pre- 
dominantly rural state, and only the last 
three or four decades have seen any ur- 
banization of the population. Some of this 
change has been accomplished by the exten- 
sion of the city limits to include rural and 
suburban areas. In consequence of the rural 
preponderance, there is a greater tendency 
to localism and isolationism in thinking, and 
a disinclination to communal planning. More 
so perhaps than in almost any other state, 
the patriarchal family has remained the 
basic unit of society. The country as a whole 
has seen a growing decentralization of the 
family, with less home-oriented activity, less 
home-dominated culture, and less parental 
supervision of the free time of children. 
There has been and is a greater dependency 
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on nursery schools, kindergartens, and other 
pre-school recreational groups to handle 
children while the parents are out of the 
home. This does not mean necessarily that 
all modern mothers are more interested in 
extramural activities, but that a gradual so- 
ciologic change in family cohesiveness is tak- 
ing place. 

In contradistinction to this picture, the 
rural North Carolina family is still farm- 
centered in its economic efforts, Delimited 
by the semi-isolation of the home, recrea- 
tion is, in many instances, largely an intra- 
familial function. These families, however, 
are no longer beyond the reach of radio and 
television and the stimulus that these media 
give to latent desires for greater sophistica- 
tion in pre-adolescents and adolescents, The 
automobile and the paved road have de- 
creased still further the isolation of rural 
homes and have widened the horizons of 
children and young adults. Thus has arisen 
a conflict between the need for the family as 
a labor pool and the laborers’ desire for 
emancipation. In North Carolina this con- 
flict is just now coming into prominence, 
and patriarchal control is giving way to ed- 
ucational and societal control of the children 
of rural families. 

The Growth of Publie Education 

In thinking about attitudes toward chil- 
dren nowadays, we as doctors tend to con- 
sider mainly the latest psychologic or psychi- 
atric approach, rather than the more basic 
and permanently important preblem of ed- 
ucation. This facet of child life has not si- 
ways been of great importance, and only in 
recent times has it been separated from 
home and church. In the period from 1790 
to 1820, there were only three schools giving 
a classical education in the entire state of 
North Carolina. Not until 1839 was a public 
school system established, and this was cer- 
tainly none too soon, as the census of 1840 
revealed that one third of the adult white 
population of North Carolina was illiterate. 
The state, however, made fairly rapid strides 
in providing education for its future citi- 
zens, and by 1860 had 160,000 children en- 
rolled in school, as compared to 14,000 in 
1840. 

So it can be said that the attitude towards 
public education had changed. The feeling 
that intelligent, literate, clear-thinking citi- 
zens must be developed during childhood had 
become a fact. Children no longer learned 
writing, reading and ciphering from their 
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parents or an itinerant schoolmaster; they 
were afforded a chance to begin and a hope 
to complete a somewhat organized course of 
study. Unfortunately this opportunity be- 
came a casualty of the Civil War, and, al- 
though the State Public School Law was re- 
enacted in 1867, progress in public educa- 
tion was extremely slow. In 1899 only $2.00 
per school-age child per year were spent. It 
would seem that a long time was required to 
reconstruct the prewar attitude towards ed- 
ucation. From 1900 to the present, expansion 
of the school system has been continuous and 
fairly rapid, and the present educational sit- 
uation, though marked by overcrowding and 
teacher shortages, which are national com- 
plaints, is comparable to that in nearly any 
other state, 


Evolution of Present Day Attitudes 


Now to summarize the major attitudinal 
changes towards children in North Carolina 
from the historical outline that has been 
given. 

The early colonists were essentially mid- 
dle-class men and women with a strong prac- 
tical religion, a farmer’s need for a home- 
centered family, and little enthusiasm for 
literature and culture. Although the State 
Constitution of 1776 provided for public 
schools, little was done until the period 1840 
to 1860, when an integrated program was 
developed. Even then, schooling was largely 
limited to the winter months, and crops took 
preference over books at all times. The at- 
titude was that education is fine for children 
if it does not interfere with their work on 
the land. Most people felt that reading and 
enough writing and arithmetic for simple 
accounts was all that was really needed. 
Farming could best be taught by doing, not 
by sitting in a classroom. Children were an 
economic factor and, as such, subject to pa- 
rental control in more than just manners. 
Their horizon was, to some extent, subject 
to the degree of freedom given them to get 
an education. Maintaining a patriarchal sys- 
tem necessitated a firm and inflexible disci- 
pline, and punishment for infractions was 
swift and sure. It is not surprising that 
in the days of Reconstruction, when every 
person was vitally needed to wrest a living 
from the depleted land, formal education 
was neither popular nor well supported. 


In the social upheaval following the War 
between the States, children were somewhat 
lost in the shuffle. Slowly, they came back 
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into focus, yet always being “done to,” 
rather than “for” or “with.” This tendency 
reached its height in the strict moral codes 
of the Victorian era, when children were in- 
deed to be seen, not heard, and were sub- 
jected to strict parental and societal control 
until adulthood, and often even later. 

It was not until after the First World War 
and the social changes preceding and follow- 
ing it that any great change took place in 
parental attitudes. The adolescents of the 
1920’s rebelled as adolescents are wont to 
do, and following their wide pendulum swing 
there came a lessening of the overly diligent 
moralism of the last third of the nineteenth 
century and the opening years of the twen- 
tieth century. The response to this change 
was a new attitude towards children. No 
longer were they merely to be trained, dis- 
ciplined, protected, taught manners, morals, 
and obedience; they were to be studied. 


The discovery that children had minds and 
emotions that were subject to individual 
variations is essentially a twentieth century 
phenomenon, Dr. Kanner has aptly summar- 
ized the progress of the field of child psy- 
chiatry in the first four decades as: 


First Decade: thinking about children 
Second Decade: doing things to children 
Third Decade: doing things for children 
Fourth Decade: working with children. 


This summary is, in reality, the active reca- 
pitulation of the thinking about children 
that had gone on for the preceding century 
or more. As early'as 1800, doctors and edu- 
cators had thought about children, but little 
action followed. Throughout recorded his- 
tory, things have been done to children, but 
until recent times little system had been in- 
volved. In 1835 Froebel began the first kin- 
dergarten in Germany, which was a way of 
doing for children, but there was no gen- 
eral acceptance of this approach for nearly 
100 years. It was not until the present cen- 
tury that educators and physicians have 
worked directly with children and made 
them participants in therapy and planning. 


It is hard to believe that it has taken so 
long for man to take an active interest in 
himself; that. only recently has he recog- 
nized that today’s children are really tomor- 
row’s adults, and that progress, therefore, 
depends on how they grow, develop, and 
learn. It is even more recently that man has 
felt the need to study his children in order 
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to teach them better by knowing how well little to make this knowledge available to 
they can learn. most parents. The problem of how to do this 
is one of our most pressing research objec- 
Today's Challenge tives at present. We need to find ways to tell 
Such is the attitude toward children at the people about our better ways of dealing 
the end of the century 1854-1954. We are’ with children, so that we can implement yet 
still in a period of vast activity and research another change in attitude. 
into the problem of why children are like 
they are, do as they do, learn as they learn, 


and grow and develop as they do. Instead of ABERRANT SALIVARY TISSUE 
thinking only in terms of what we as adults OF THE LOWER LIP 

want to be able to expect of our children, we % 

now look to the children to see what we may FRED M. DULA, M.D. 


reasonably expect. We are out of the woods 
of complete lack of control and discipline 
that prevailed for a time, and are trying to Fairly numerous instances of aberrant sal- 
establish our present systems of discipline ivary tissue found in various sites in and 
with the child always in mind. But this is about the oral cavity have been recorded. 
on the higher levels, and the immediate fu- Titche”) reports the finding of salivary 
ture calls for some real and realistic mis- gland tissue in the tonsillar fossae, pharynx, 
sionary work to get these attitudes into cir-, hard palate, and gums by various investi- 
culation and down to the mothers and fathers gators, and himself records a case of aber- 
in their everyday living with children. We rant salivary gland tissue in the lower lip. 
‘annot cure or prevent all the behavior prob- Many of these cases were of simple sali vary 
lems, but we can begin to prevent some of tissue, but glandular elements characteristic 
them by publicizing the knowledge thus far Of mixed tumors of the parotid have been 
gained and realizing that, although we can- found fairly frequently at the same sites. 
not control our own destinies completely nor The latter actually make up a large percent- 
shape those of our children, we can approach age of the total number of cases reported to 
a system of modification based on what we ate. 

know now of the human element, so that the Our search of the literature up to 1949, 
pendulum may not swing so far and stability however, reveals only 16 reported cases of 
and security will replace the tensions and aberrant salivary tissue of the lip. Curr), 
worries of the present period. in 1945, reported 3 cases of the upper lip— 
all of the mixed tumor of the parotid type; 
he also refers to 12 previously reported 
cases, the first having been reported by Sir 
James Paget in 1851. (Curr’s cases were in 
an 18 year old white female and in white 
males, 31 and 34 years old, respectively. 


LENOIR 


North Carolina is not lagging in its ap- 
proach to the problem of child guidance, nor 
yet is it leading. There are still too few full- 
time clinics in the state to deal with more 
than the more serious problems. Only in a 
grams under way. There are few. juvenile _Titche™, in December, 1986, reported 
courts that have even the semblance of child ¢#S¢ of a single large nodule of simple sali- 
psychiatric help. Special education is almost Y@"Y gland tissue of the lower lip in a 22 
completely reserved for the few major cities. Y°#" old male. 

The needs go on and on, but they are in- Ruiz and Piluffo’ have reported on 

dubitably known to most of you. The prob- “Aberrant Labial Glands,” but unfortun- 

lem is how to make the needed facilities tely this article was not available for in- 

known to the people of the state, so that clusion in this study. Its context might con- 

something can be done. siderably alter the statistics which we have 
presented. 


Summary 
Attitudes toward children have changed 
in the past hundred years; yet, in the main, 
children are raised in much the same way 
as were their forebears. Doctors have 
amassed a great amount of knowledge about 
children in the past 50 years, but have done 


We wish to report a series of 4 cases of 
this abnormality—one of which was seen 
four years ago and 3 of which have come to 
our attention within the past six months. 
On the basis of this series we believe that 


From Dula Hospital, Lenoir, North Carolina. 
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this condition is not nearly so rare as the 
dearth of literature would indicate. 


Embryology 

The submandibular gland appears at 
about the 14 mm. stage, and is derived from 
the endodermal floor of the primitive buccal 
cavity. 

The parotid makes its appearance at the 
16 mm. stage, beginning as an epithelial 
proliferation on the deep aspect of the cheek 
immediately posterior to the angle of the 
mouth: it is probably ectodermal in origin. 

The greater sublingual appears at the 19 
mm. stage, immediately lateral to the sub- 
mandibular gland; at about the 25 mm. 
stage the lesser sublingual glands make their 
appearance in the alveololingual groove. 
These are probably of endodermal origin, as 
is the submandibular. 

It is quite possible that the appearance 
of the labiodental sulcus and later of the 
linguodental sulcus and the alveololingual 
groove may constitute the mechanism which 
causes the separation of a few of these pri- 
mordial cells from their parent body and 
their consequent loss of position and identity 
in the developing structures whose parasites 
they thus become. 

Gray’s Anatomy") states that “the labial 
glands are situated between the mucous 
membrane and the orbicularis oris, around 
the orifice of the mouth. They are circular 
in form and about the size of small peas; 
their ducts open by minute orifices upon the 
mucous membrane. In structure they re- 
semble the salivary glands.” Jordan"? classi- 
fies the labial glands as belonging to the 
mixed type of salivary gland. It is possible, 
therefore, that we are dealing with muta- 
tions from the anlage of the labial, rather 
than the salivary glands. We believe, how- 
ever, that the cases in our report represent 
true salivary rather than labial gland tissue. 

Case Reports 
Case 1 

The patient was a 45 year old white woman who 
for the past several months had noted progressive 
enlargement of lower lip, associated with some in- 
creasing tenderness throughout the lip. At times 
the lip seemed larger and more tender than at oth- 
ers, The history otherwise was not remarkable. 

Physical findings: A somewhat enlarged, thick- 
ened, and mildly everted lower lip which presented 


along the mucous surface of the left one-third a 
somewhat irregular nodular appearance, having the 
slightly bluish tint that is suggestive of varicosi- 
ties. The submandibular nodes were not remarkable. 
Operation: Under a local injection of 1 per cent 
procaine, a horizontal incision over the center of 
discrete 


left two-thirds of the lip revealed small, 
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grayish nodules varying in size from 0.5 mm, to 2 
mm., clustered together in groups of from two or 
three grape-like masses of 2 to 4 mm. in diameter. 
The nodules were held together by a loose areolar 
tissue and separated easily from surrounding struc- 
tures and from each other. Exception to this was 
where filaments of the labial nerves coursed over 
and through some of these masses, making removal 
without nerve damage somewhat difficult. In places 
these structures seemed to burrow down into self- 
made crevices in the orbicularis oris, but even here 
they could be separated easily. These glandular 
structures seemed to extend no further than the 
angle of the mouth laterally. 

Closure of the mucous membrane was done with 
interrupted silk sutures, which were removed on the 
fifth day; healing was complete within 10 days. 

Several weeks later it was necessary to repeat 
the process of extirpation in the right one-third of 
the lip, which had not been disturbed and which 
meanwhile had begun to show the same subjective 
and clinical problem as had the left two-thirds pre- 
viously. The operation and findings were essentially 
the same as before. Today, four years later, the 
patient shows no evidence of recurrence; her lip is 
apparently normal in all respects. 


Case 2 

A 22 year old white woman presented essentially 
the same history and clinical picture as in case 1, 
with analogous findings at operation. Interlacing 
labial nerve fibers constituted a greater problem in 
dissection, however, and some hypalgesia of a por- 
tion of the lateral one-third of the lip resulted from 
dissection. This condition has improved considerably, 
and gives promise of clearing completely in time. 
Six months after operation, her lip appeared normal. 


Case 3 

A 15 month old white male was first seen by a 
local physician, because of a fairly rapidly growing 
nodule on the upper inner surface of the lower lip, 
close to the mid-line. The doctor assumed it to be 
a mucocele and incised it, without appreciably chang- 
ing its characteristics; indeed it seemed to grow 
larger within the course of the next few days. Ex- 
amination again disclosed the typical bluish-gray 
nodule, with some apparent thickening of the cen- 
tral portion of the lip. 

Upon operation (under a local injection of 1 per 
cent procaine) we found not only a large mass of 
apparently typical salivary tissue, but also the same 
distribution of smaller masses ‘of the material 
throughout the breadth of the lip. 

In this case we varied our technique of removal, 
using small eye-fixation forceps with multiple teeth 
to hull out the glandular tissue and thus try to 
avoid the nerve damage which inevitably accom- 
panies the use of scissors. We found this to be an 
efficient and much more rapid method, and we rec- 
ommend its use by those attempting to remove such 
tissue, 

Four months after the operation the involved lip 
was apparently normal. 


Case 4 

A 39 year old woman was referred by a member 
of our group who understood our concept of lip 
pathology. The history and physical findings were 
quite similar to those in cases 1 and 2. Findings at 
operation were also similar except for the presence, 
near the angle, of one large nodule filled with mu- 
coid material, which was ruptured during the course 
of its removal. Today, one month after removal of 
this tissue, the cosmetic appearance of the lip is 
much improved. No remarkable event has suggested 
residual or reccurrent abnormality. 
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It will be noted in all these cases that the 
glandular tissue extended from angle to 
angle of the mouth, and occupied a vertical 
area of about 1 cm. in breadth from junction 
of vermilion and mucosa, backward and 
downward. 


Pathologic Findings* 

The composite pathologic picture of the 
tissues we have removed would consist, 
grossly, of “numerous small fragmented, 
nodular fragments: Some of these are dis- 
crete, some are in groups of two, three or 
four, and some form clusters. The stroma 
is grayish-white and is uniform in texture 
throughout. Some are cystic and filled with 
mucoid and gelatinous material, while others 
are filled with simple serous fluid. Micro- 
scopically, the picture is that of numerous 
mucous and serous glandular structures 
which are uniform in size and shape, with 
occasional cystic space filled with inflam- 
matory cells and pink-staining amorphous 
material. Surrounding the cystic structure 
is a fibrous capsule, which is moderately firm 
and indurated. Throughout the section is a 
central core composed of fibrous and collag- 
enous strands, with the area filled with 
chronic inflammatory cells. 


Comment 


We believe that in this condition we are 
dealing with true embryonal rests which 
preserve the basic morphology and glandu- 
lar structure of the parent tissue but do not 
ordinarily become functionally active. Under 
some stimulus, however, the nature of which 
we cannot now understand, these cells be- 
gin to hypertrophy and to function, causing 
the characteristic symptoms and signs. 

We found no evidence of cell proliferation, 
in the cases we have seen: the glandular ele- 
ments removed were discrete and well organ- 
ized and save for the absence of demonstra- 
ble ducts, they presented grossly the fairly 
typical appearance of submandibular and 
sublingual glandular tissue. 

We have not found any significant dis- 
tribution of cases according to race or sex, 
but the majority of reported cases occurred 
in the second and third decades of life. No 
apparent causative or precipitating factor 
has been noted. 

We believe that many more cases of aber- 
rant salivary tissue of the lower lip exist 
than have been noted as such, with such in- 


*Pathological report on these cases was rendered by Dr, 
John C. Reece, Grace Hospital, Morganton, 
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terpretations as “mucocele,” “varices of the 
lip,” and “hemangioma of the lip” conceal- 
ing the identity of many such cases. 

Our series of cases and those reported in 
the literature constitute too small a group 
from which to draw accurate data regard- 
ing the possibility of malignancy in such 
cases, 


Since no such malignancy has been thus 
far reported, we may assume this type of 
tumor to be relatively benign. 


Summary 


A report of 4 cases of aberrant salivary 
tissue of the lower lip has been presented ; 
a partial survey of the literature has been 
given; a theory of the possible origin of 
such tumors has been submitted, and a con- 
clusion as to their relatively nonmalignant 


character has been drawn. 


The author wishes to thank Dr. Richard A. Groat, 
of the Department of Anatomy of Bowman Gray 
School of Medicine for his kind assistance and sug- 
gestions regarding the embryologic data presented. 
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OPPORTUNITIES IN THE FIELD 
OF MATERNAL WELFARE 
JAMES F. DONNELLY, M.D.* 
WINSTON-SALEM 


One of the most striking examples of im- 
provement in medical care has been the con- 


tinuous reduction in the maternal death 
rate since reliable records became available 
in 1915. After that year, except for the two 
spikes noted in the years 1918 and 1920 
(fig. 1), there was a slow but continuous 
drop in the curve until 1930 to 1935, Dur- 
ing this period a marked decline began and 
has continued since that time. This remark- 
able record has resulted from the coopera- 
tion of three major interested groups: in- 
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Fig. 1. Maternal mortality rates 1915-1950. (Ma- 
ternal deaths for each 1,000 live births). 


dividual physicians, public health agencies, 
and medical societies. 


Contributions to Maternal Welfare 
By individual physicians 


A brief chronological history of medical 
advances during the past century which 
have contributed substantially to the reduc- 
tion in the maternal death rate is given in 
table 1. Most of these advances have been 


the contributions of individual physicians — 


or research teams. It is of particular in- 
terest to note that, although some authori- 
ties disagree, the best available information 
indicates that the first official blood bank 
in this country was established at the Row- 
an Memorial Hospital in Salisbury, North 
Carolina, by Dr. John Elliott. 

Certainly the discovery of the chemother- 
apeutic and antibiotic agents has contrib- 
uted to the continuous decline in maternal 
mortality rates. Infection, once the major 
cause of maternal deaths, is now fading 
from the picture. 

A complete history of medicine would be 
necessary to relate all the contributions to 
maternal welfare which have been made by 
the medical profession. The achievements 
listed here represent the most dramatic dis- 
coveries, The list fails to show the less spec- 
tacular, but important advances made day 
after day, largely by the general practi- 
tioner during the daily care of his patients. 


By public health agencies 


The second group to become interested in 
maternal mortality was the federal govern- 
ment. In 1906, Lillian Wald pressed for leg- 
islation to assist children and their mothers. 
Thanks to her efforts, the Children’s Bu- 
reau was brought into being on April 6, 
1912, as a division of the Department of La- 
bor. All our nation’s presidents since that 
time have commented favorably on the ac- 
tivities of the Children’s Bureau. Since its 
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Table 1 


Medical Advances Favorably Affecting 
Maternal Mortality 


1858—First prenatal clinic— 
Dublin Maternity Hospital 

1867—Aseptic technique—Lister 

1922—Prenatal clinics begun in the United States 

1935—First blood bank in the United States started 
at Rowan Memorial Hospital in Salisbury, 
N. C., by Dr. John Elliot 

1936—Sulfanilamide introduced by Dolebrook and 


Kenny 
1944—Penicillin introduced by U. S. Public Health 
Service 


inception, the Bureau has grown steadily. 
Its primary purpose, according to Congress, 
was to collect information concerning prob- 
lems associated with maternal and infant 
welfare and to report such facts to the Con- 
gress, 


The Children’s Bureau is now under the 
direction of the Federal Security Agency 
and, along with other health and welfare 
agencies, has been incorporated into the De- 
partment of Health, Education and Wel- 
fare, with Secretary Hobby occupying a 
full cabinet post. One of the minor functions 
of this agency at the present time is con- 
cerned with the reduction of infant and ma- 
ternal mortality. In 1952, the federal gov- 
ernment set aside $12,500,000 to be granted 
to qualifying states for assistance in their 
prenatal and well baby clinics. North Caro- 
lina was one of the first states to partici- 
pate in this program. The history of our 
State Health Department’s interest in ma- 
ternal mortality dates back many years. 


By medical societies 


The third group interested in the problem 
of maternal mortality is made up of medi- 
cal societies—local, state, and national, As 
far as I have been able to determine, the 
first program designed specifically to study 
maternal death rates was undertaken in 
1930 by the Public Health Relations Com- 
mittee of the New York Academy of Medi- 
cine. Soon after this study was completed, 
the Philadelphia County Medical Society 
established a committee on maternal welfare 
which published an exhaustive review of 
2,300 maternal deaths in 1934. This publi- 
cation has been widely circulated and used 
as a guide in the formation of similar com- 
mittees elsewhere throughout the country. 
The number of such committees function- 
ing at the present time is unknown, but 
the American Medical Association is con- 
ducting a survey of all such committees, Our 
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committee alone has had requests from 24 
different states for information concerning 
our methods and functions. 


Methods and Functions of North Carolina’s 
Maternal Welfare Committee 


The Committee on Maternal Welfare of 
the Medical Society of the State of North 
Carolina was established by the House of 
Delegates in 1945, and a survey of all ma- 
ternal deaths in the state began in August, 
1946. The original purpose of the Commit- 
tee was the same as that of the Children’s 
Bureau—namely, investigation of the causes 
of maternal mortality. It might be well at 
this time to review briefly the methods 
which the present committee uses, since 
they require considerable cooperation on the 
part of the State Medical Society, the pri- 
vate practitioners, and the public health of- 
ficers throughout the state. 


Whenever a woman dies during preg- 
nancy, or within six months after the 
termination of pregnancy, a copy of the 
death certificate is sent to the committee. 
Questionnaires are then mailed to the phy- 
sician who signed the death certificate, and 
all available information is obtained. As a 
rule, physicians are most cooperative in 
answering the questionnaires, although it 
is sometimes necessary to call upon the local 
health officer to obtain information. When 
all the facts have been accumulated, they 
are recorded, and the case is analyzed by 
the committee. A letter is then sent to the 
physicians concerned, giving a clinical sum- 
mary of the case and, where possible, offer- 
ing constructive criticism. 


There are three major sources of confu- 
sion and misunderstanding about the com- 
mittee’s work. First is the fear of legal ac- 
tion on the basis of these records. In this 
respect it can be stated that, when the anal- 
ysis has been made, all identifying features 
are deleted from the record. Furthermore, 
it should be made clear that the commit- 
tee’s decision that a given death is pre- 
ventable is based upon the anticipated out- 
come of a similar situation arising under 
ideal circumstances. The committee recog- 
nizes that its decisions are hypothetical, 
and feels that under these conditions there 
can be no fear of legal redress. In Mary- 
land, the cases are not handled anonymously 
and, according to the maternal welfare com- 
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mittee there, no legal involvements whatso- 
ever have arisen. 

Secondly, there has been an occasional 
instance in which the physician involved 
felt that the committee’s investigation re- 
flected upon him and his conduct of the case 
in a personal fashion. In any study of this 
type it is inevitable that errors will occur 
in the committee’s handling of some indi- 
vidual cases. The committee is not interested 
in each case individually, but rather in cer- 
tain general patterns. During the study sev- 
eral such patterns have become apparent, 
and some will be discussed. 


The third source of confusion is the fact 
that the number of maternal deaths re- 
ported annually by the committee is con- 
siderably higher than that reported by the 
State Board of Health. The figures pub- 
lished by the State Board of Health are com- 
piled according to the Sixth International 
List of Diseases and Causes of Death, The 
committee’s compilation is much more com- 
prehensive, including, for example, deaths 
due to tuberculosis during or shortly after 
pregnancy. 


Opportunities for Cooperation Between 
Health Officers and the Maternal 
Welfare Committee 

The data on the first 1,000 maternal 
deaths studied by the committee have been 
analyzed in a previous report, and no at- 
tempt will be made to review these data at 
this time, It seemed wise, however, to con- 
sider certain aspects of the study in which 
the health officers can be of considerable as- 
sistance to the committee, and vice versa. 

From the outset it was apparent that so- 
cial and economic factors were of primary 
importance in the problem of maternal mor- 
tality. Within the last 10 years, amazing 
progress in the sociologic and economic sta- 
tus of this state has greatly lessened the im- 
portance of these factors. The committee is 
primarily interested in the medical as ects 
of maternal mortality, and we have a.iempt- 
ed to restrict our study to that field, al- 
though, as the following summary will 
show, medical and economic factors are in- 
extricably related. 


Prenatal care 
Inadequate prenatal care was one of the 
deficiencies most frequently noted. Less 


than 2 per cent of the patients included in 
the first 1,000 maternal deaths analyzed by 


3 
| 


606 


Table 2 


Causes of Maternal Deaths Correlated with 
Adequacy of Prenatal Care 
Inadequate 


Total Cases Prenatal Care 


Toxemia of pregnancy 264 230 
Hemorrhage 259 209 
Embolism 74 47 
Infection 63 
Cardiac complications 46 35 
Anesthetic complications 25 14 
Other obstetric deaths 103 79 
Total obstetric deaths 844 677 
or 80 per cent 

Non-obstetrie and 

unclassified deaths 156 
Total 1000 


the committee received adequate prenatal 
‘are, according to our standards. In table 
2 the primary causes of death are correlated 
with the number of patients receiving in- 
adequate care. Kighty per cent of the pa- 
tients who died from obstetric causes re- 
ceived totally inadequate prenatal care. Al- 
though this lack was not the primary factor 
responsible for death, it often reflected the 
care which the patients received when the 
lethal complication was first noted. Over 
half of these patients were seen by a phy- 
sician only once during their pregnancy, 
and this visit was primarily to obtain a 
blood test. Frequently no other examination 
was carried out at this time. 

In the past there have been occasions 
when prenatal clinics were not accessible to 
patients throughout the state. The reporting 
physicians complain much more frequently, 
however, that such care was readily avail- 
able to the patient, but was not sought. Oc- 
casionally there have been comments re- 
garding the failure of the physician in 
charge of such clinics to attend them regu- 
larly and to devote sufficient time to his pa- 
tients. It would seem that the following 
measures might be extremely helpful in se- 
curing better prenatal care for underpri- 
vileged patients: 

1. Continue the present policy of estab- 
lishing prenatal clinics in localities where 
they are needed, 

2. Improve staff care in clinics already 
established. 


3. See that the patients understand what 
constitutes adequate prenatal care. 

4. Follow the patients who develop com- 
plications and are referred to private phy- 
sicians, 
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Hospitalization 

The failure to hospitalize patients with 
certain complications of pregnancy has been 
directly responsible for a large number of 
maternal deaths, and a contributory factor 
in many others. A recent survey of the 
deaths due to toxemia of pregnancy re- 
vealed that 30 per cent of the patients were 
continued on an outpatient basis, with rou- 
tine prenatal visits, although definite evi- 
dence of toxemia was present. It appears, 
from our records, that these patients feel 
well, and therefore see no reason why they 
should not eat what they desire. Adequate 
rest is often impossible when the patient 
is allowed to remain at home where she fre- 
quently has heavy household duties. 

Many doctors have told me that it is im- 
possible to persuade these patients to come 
into the hospital. The prenatal clinic in the 
Baptist Hospital provides care for a group 
of patients similar to those seen in prenatal 
clinics throughout the state. We have found 
that if we insist upon hospitalization, the 
patients will almost invariably comply. We 
do not leave the discussion of this important 
matter to the nurse, but rather have the 
physician in charge of the clinic bring all 
his authority and persuasive powers to bear 
upon a reluctant patient. 

Almost none of the hospitals in this state 
require a deposit for admission in case of 
an emergency. It is our opinion that tox- 
emia of pregnancy, even though mild, 
should be considered an emergency. I be- 
lieve that the health officers can help with 
the problem of hospitalization in the fol- 
lowing ways: 

1. Work for better cooperation between 
the local hospitals and the welfare boards 
in regard to hospitalization for indigent 
clinic patients. It might be wise for the 
health officers to offer their assistance in ar- 
ranging hospitalization when the patient is 
referred to a private physician because of 
some complication of pregnancy. 

2. Provide for closer follow-up of patients 
who are referred to the hospital. ; 

3. As an individual tax-payer, maintain 
an active interest in hospital standards, in- 
surance plans, and hospitalization of indi- 
gent patients. 


The blood bank pregram 

A letter from Dr. Phillip Williams, au- 
thor of the previously mentioned report 
published by the Philadelphia Maternal 
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POPULATION COUNTIES 
4,061,929 100 
1,883,626 44 


TOTAL 
RED CROSS 


NON RED CROSS 2,178,303 56 


Fig. 2. North Carolina Red Cross Blood Program 
om, 


Welfare Committee, contained the follow- 
ing statement: “One topic must always be 
stressed in any discussion of maternal mor- 
tality and that is the blood bank, hammer 
on that point.” This statement is most per- 
tinent in view of the fact that 259 of the first 
1,000 deaths studied by, our committee were 
due to hemorrhage, and only 81 of these 
women received any blood whatsoever. With 
very few exceptions the amount of blood 
replaced was wholly inadequate for the pa- 
tient’s needs. 

In view of the fact that the first blood 
bank in the United States was started in 
North Carolina, it is astounding that there 
were only six blood banks in the entire state 
when the Red Cross blood bank program 
went into effect. From figure 2, which shows 
the Red Cross blood bank coverage in 1952, 
it can be seen that a large geographic area 
of the state was not covered by the Red 
Cross program; in fact, less than half the 
counties and half the population were in- 
cluded. Figure 2 also shows that much of the 
region covered was far removed from the 
three centers. When large amounts of blood 
are needed in a relatively short period of 
time, the system often fails. Unfortunately, 
the Red Cross has had considerable difficulty 
in meeting quotas in regard to both blood 
donations and financial support. 

Here again there appear to be several 
ways in which the local public health units 
can be of assistance. 

1. Provide local aid in typing donors, 
maintaining donor lists, and supporting the 
Red Cross program. 

2. Assist in organizing alternative plans 
in those areas not under the Red Cross sys- 
tem. 

3. Educate those individuals who are su- 
perstitious or fearful of donating blood. 


Midwife deliveries 
In 1953 approximately 6,000 deliveries, 
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Fig. 3. Maternal mortality rates 1915-1950 (Ma- 
ternal deaths for each 1,006 live births), with pro- 
jected rates for 1950-1960. 


the vast majority of-them in the non-white 
group, were performed in this state by mid- 
wives. There has been a steady decrease in 
the number of midwife deliveries in this 
state, however, and concomitantly a decrease 
in the number of licensed midwives. The 
regulations governing these practitioners 
vary widely from one county to the next. 
Under present conditions patients who plan 
to have a midwife delivery feel that the only 
medical procedure necessary for them is the 
serologic test. 

The committee’s research revealed that 
midwives were the major factor responsible 
for 10 per cent of the first 1,000 deaths re- 
viewed, Since it appears impossible to elimi- 
nate the midwife system at the present time, 
several things may be done to improve it. 

1. Standardize requirements for midwife 
licenses throughout the state. 

2. Discard the present system of grading 
midwives into three groups, and have a 
single standard which must be maintained 
by midwives who wish to keep their licenses. 

3. Standardize the requirements for a 
midwife delivery, 

4. Adopt a program requiring a high 
school education, minimal initial training 
by public health nurses and physicians, re- 
fresher courses for all licensed midwives, 
and prohibiting midwife deliveries unless 
the patient presents a certificate to the ef- 
fect that she has had adequate prenatal 
care, rather than just a serologic test, as 
is currently required. 

Outlook for the Future 

It is my firm belief that if the efforts 
now being made to reduce maternal mortal- 
ity rates are continued and improved, these 
rates will drop almost to zero. In figure 3 
we have made a mathematical prophecy re- 
garding maternal mortality rates for the 
10 years from 1950 and 1960, It can be seen 
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that the rates approach a certain irreduci- tage, For years a de- 

ini ‘ , tailed study of maternal and infant deaths In our 
ble warrrsarws In many of our northern county, with special reference to the cause of death, 
states this level has already been reached. the parity and past history of the patient, and of 


After reviewing the maternal mortality course the geographic location in the county, so that 
ates for 1962 in North Carolin: re hs as these patients who produce infant deaths and 
rates for 1952 in North Carolina, we have those with toxemia continue to come in, they can 
every reason to feel that our state will soon be criteria to 
ate _ relative risk, and afforded more time than that 
catch up with the other states in this ie given to average patients, We feel—we hope rather 
spect. When this has been accomplished, —that this method will aid somewhat in reducing 
our efforts should be turned toward (1) the our problem in Halifax County. 
f Dr. A. C, Bulla (Raleigh): I'd like to ask Dr. 
reduc ‘on of neonatal deatns, whic ave Young about the hospitals in his county 
not declined as rapidly as maternal deaths, Dr. Young: We hed a hospital in Scotland Neck 
P ‘ > ; , ‘ ‘ idi which was closed, but will be open in the near fu- 
and (2) reduction of maternal morbidity, ture. In Roanoke Rapids there was a general hos- 
especially of permanent damage resulting pital with 100 beds and a new addition being added. 
I should have added that we are still one of the 


from childbearing. 
areas in the county having a rather unfavorable 
ee eg doctor-population ratio. The over-all ratio in the 
Discussion county is one physician per 2,500 population, and in 


Dr. Robert F. Young (Roanoke Rapids): First the rural areas—which constitute most of the coun- 
I’d like to say that we, the local health officers and ty—one physician per 3,600 population. Certainly 
public health physicians throughout the state, as for a probably years to 
well as the state public health officers and per- Come, therefore, the micwives will be a necessary 
sonnel, deeply appreciate the contribution that Dr. ¢Vi! that we will have tc control as carefully as we 
Donnelly and Mr. Elliott have made and are con- 42. 
tinuing to make to the cause of maternal welfare. Dr. Donnelly (closing): The midwife problem is 

We in the eastern part of the state consider ma- 4 sore point with me, There were 900 midwives li- 
ternal mortality as one of our most urgent public censed in 1952 and 600 in 1953. If, as all the records 
health problems, and some of us have been trying show, deliveries in the hospitals and by physicians 
to approach it from an epidemiologic standpoint. aye increasing, and maternal mortality and mor- 
We try to eek the main incriminating factors bidity are declining, I cannot see why the practice 
in maternal and infant mortality. i of midwifery should be continued. The argument is 

In Halifax County, for instance, we still have @ that a situation exists which cannot be immediately 
considerable midwife problem. There are 19 mid- removed, I grant that. With a decrease of 300 mid- 
wives under our supervision, delivering 49.5 per cent wives in one year however, it is evident that some- 
of all the babies in the county, or approximately thing is happening, I Lalewe that the practice 
1,000 babies a year. About 39 per cent of the babies ought to be more strictly controlled than it is at 
are delivered in hospitals. Midwives perform 83 per present, judging from the information sent me by 
cent of all home deliveries among Negroes. I men- the State Board of Health 
tion these facts, because they are fairly typical of . 
our coastal counties, which I suspect contribute It is true that the problem is greater in the east- 
pretty liberally to this problem in the state. ern part of the state than in the mountains. It is 

With a more or less fixed personnel, fixed facili- evident, moreover, that economic and racial factors 
ties, and a fairly stable budget at this time, we are partly to blame. If these two factors could te 
have to examine this problem very carefully to see eliminated, a large part of the problem would be 
where we can direct our efforts to the best advan- gone. 
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“PEACE ON EARTH” 

The Christmas season naturally directs 
one’s thoughts to the age-old song of the 
angels, ‘Peace on earth, good will to men.” 
The Revised Version is doubtless more near- 
ly correct, and is certainly more meaningful: 
“Peace on earth among men of good will.” 

In spite of the uneasy truce that prevails 
in the world, there is increasing evidence 
that more men are trying to cultivate the 
good will which is the surest guarantee of 
peace. It should be just as easy to talk about 
peace as about war. 


Two men who are well qualified have set 
the example. President Eisenhower, who 
probably has as comprehensive a view of 
world affairs as any living American, re- 
cently said that the desire and the oppor- 
tunity for peace are greater than has been 
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the case for many years. Mr. Arnold Toyn- 
bee, who probably knows more about the 
world’s history than any other living man, 
made virtually the same statement to a Bal- 
timore audience. He predicted that the pres- 
sent “cold war” would just “peter out,” 
rather than come to a dramatically sudden 
ending. 

It is to be hoped that every citizen of this 
country will, in his own way, do all he pos- 
sibly can to create the good will which is the 


foundation of peace. 
* 


MEDICAL-PRESS PANEL DISCUSSION 
CONFERENCE 

The first state level conference between 
representatives of the North Carolina Press 
Association and of the State Medical Society 
was held in Raleigh on November 23, with 
Dr. Gordon Gray, president of the Univer- 
sity of North Carolina, as moderator, P.ans 
for the conference had been made by Mr. 
Holt McPherson, president of the State 
Press Association, and Dr. Donald Koonce, 
chairman of the Public Relations Commit- 
tee of the State Society. Panel members 
were: Miles Wolff of the Greensboro Daily 
News, Horace Carter of the Tabor City Tri- 
bune, Kenneth Tredwell of Station WBT and 
WBT-TV in Charlotte, Phil Ellis of Station 
WPTF in Raleigh, and Drs. Paul Whitaker 
of Kinston, Wingate Johnson of Winston- 
Salem, Amos N. Johnson of Garland, and 
David G. Welton of Charlotte. 


The conference was conducted in a very 
amiable manner, and it was evident from 
beginning to end that the representatives of 
both groups were anxious for harmonious 
relations; yet the fact that there were dif- 
ferent viewpoints was frankly recognized. 
In the discussion it was pointed out that in 
the last edition of the “Principles of Medi- 
cal Ethics” of the American Medical Asso- 
ciation the secticn on the relationship of the 
physician to media of public information 
had been drastically revised and much new 
material added in the recognition of the need 
for physicians to take a much more active 
part in disseminating medical information, 
without being charged with self-advertising. 
The importance of each county society’s hav- 
ing a public relations committee to cooper- 
ate with newspapers, radio and television 
stations was stressed. The press representa- 
tives all agreed that the formation of com- 
mittees empowerd to speak officially for the 
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local medical societies without fear of criti- 
cism was a very important step in bringing 
about better understanding. Mr. Kenneth 
Tredwell, from Station WBT and WBT-TV 
said that all media of information are eager 
for a chance to present medical information 
to the public. 

Perhaps the most constructive develop- 
ment of the meeting was hearty acceptance 
of the offer made by Professor Norvel 
Luxon, dean of the U.N.C. School of Journal- 
ism, to make a survey of representatives 
from both groups, in order to find what the 
principal differences are and what sugges- 
tions can be offered for better cooperation 
in the future. 


After the first Public Relations Commit- 
tee of the State Medical Society was ap- 
pointed by Dr. Manning in 1933, when he 
was president of the Society, he requested 
the proper authorities of the Press Associa- 
tion to allow a representative of the commit- 
tee to speak at the annual meeting of the 
Association, in the hope that a better under- 
standing of medical problems might ensue. 
His request was ignored. The next year his 
successor, Dr. Paul McCain, made the same 
request, which again was ignored. Evidently 
we have come a long way toward better co- 
operation since then. It is hoped and confi- 
dently expected that relations will be more 
and more harmonious, and that further dis- 
cussions, both at the county and the state 
level, will follow this one. 


DR. JEROME HARRIS TO HEAD 

DUKE PEDIATRIC DEPARTMENT 

This month’s “Bulletin Board” has an an- 
nouncement of unusual interest. Dr. Jerome 
S. Harris has been named chairman of the 
pediatric department of the Duke Univer- 
sity School of Medicine and Duke Hospital, 
succeeding Dr. Wilburt C. Davison, who is 
the J. B. Duke Professor of Pediatrics, and 
has been chairman of. the department since 
1927. 

It is hard to think of the Duke pediatric 
department or of the Duke School of Medi- 
cine without thinking of “‘Dave’’—who has 
managed to carry so well his dual responsi- 
bility as head of the pediatric department 
and as dean of the medical school. It is a 
tribute to his ability and his personality that 
he has succeeded so admirably. His many 
friends will wish for him that this change 
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will lessen his work load, but that his guid- 
ing hand will long be felt in the Duke School 
of Medicine and in the state medical pro- 
fession. 

Dr. Harris has been at Duke since 1946. 
He is well qualified for his new position, and 
this JOURNAL extends congratulations to him 
upon this well deserved honor. At the same 
time, it is no reflection on him to say that, 
figuratively speaking, he has a pair of very 
large shoes to fill. 


* 


DAMAGE SUITS INCREASING 
IN GREAT BRITAIN 


An unforeseen by-product of the National 
Health Insurance scheme in Great Britain is 
a marked increase in damage suits brought 
against doctors and hospitals. For some time 
this has been a matter of concern to the 
British Medical Association, and the British 
Medical Journal has commented on it more 
than once. An editorial in the issue for Oc- 
tober 9 says in part: 


The recent high tide of medical litigation 
and the large sums awarded as damages has 
caused much disquiet. The doctor, of course, 
has always been at the mercy of litigious pa- 
tients ever since medico-legal history began. 
But the present situation has arisen mainly 
from two causes. The first is that with the 
nationalization of health services patients feel 
less compunction in bringing actions against a 
doctor or a hospital. State ownership tends to 
make everything belong to everybody, but at 
the same time it has destroyed the sense of per- 
sonal belonging—the idea of “my doctor” or 
“our hospital,” which often made an action at 
law unthinkable to a patient even if he had 
some ground for complaint. 

The other reason is the Legal Aid and Ad- 
vice Act, 1949, under which persons with in- 
come or capital below a certain figure may 
have representation by solicitor or counsel on 
little or no payment. The three medical defence 
or protection societies in their latest annual re- 
ports all give 80% as the estimated proportion 
of actions in which the plaintiff is legally as- 
sisted. One of them mentions a case involving 
eleven days in court and costing £7,700, result- 
ing in a verdict for its member, but with no 
costs recoverable from the plaintiff, who was 
legally assisted. A case in Scotland is reported 
in which again the defending doctor was suc- 
cessful, but the costs incurred in defence 
amounted to over £1,600, and the claimant, who 
had the advantage of !egal aid, had only £1 to 
pay—this after a four-day trial in the High 
Court with the employment of leading counsel 
and the assistance of expert witnesses. 

It is wholesome and right that negligence or 
breach of duty should incur penalty, but it does 
not make for good work by the doctor or sur- 
geon if he feels all the time while attending a 
patient wholly dependent upon his service that 
presently that patient may confront him in a 
court of law, without financial risk to the pa- 
tient himself, and that the issue may be not 
some negligence on the doctor’s part, nor even 
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some excusable error of judgment, but a quite 

unpredictable and, humanly speaking, unpre- 

ventable mishap. 

Most non-medical people and even some 
medical people do not have a clear idea of 
the tremendous importance of the doctor- 
patient relationship. The foregoing state- 
ments should certainly give pause to those 
who would consider selling our medical 
birthright for a mess of very questionable 
governmentally prepared pottage. 


DR. KARL B. PACE SELECTED 
AS GENERAL PRACTITIONER 
OF THE YEAR 

At the eighth clinical meeting of the 
American Medical Association, held in Mi- 
ami November 29-December 2, Dr. Karl B. 
Pace of Greenville was selected as the gen- 
eral practitioner of the year. The selection 
was made by a special committee of the 
Board of Trustees, and was announced at 
the opening session of the House of Dele- 
gates. Immediately after the announcement 
a gold medal and citation for service were 
presented by Dr. Walter B. Martin, presi- 
dent of the American Medical Association. 

The selection of Dr. Pace as the eighth 
physician to receive the general practitioner 
award was not a surprise to his many 
friends, who know of his long service to his 
patients, his community, and his profession. 

This JOURNAL offers hearty congratula- 
tions to Karl Pace, the first North Carolina 
doctor to be selected for this signal honor. 


WARNING FROM THE WASHINGTON 
OFFICE* 

After the many defeats, and the two vic- 
tories, that the AMA and every physician 
suffered at the hands of the Eisenhower Ad- 
ministration during the last two years, one 
wonders at the apathy, not only in the indi- 
vidual physician, but also in some of our of- 
ficials. 

The AMA won two battles which may be 
turned against us yet. First win came in 
keeping the physicians off the “Social Se- 
curity” rolls, thanks to a kindly tip-off from 
one of our Congressmen. That victory was, 
by far, the greatest, and sparked by our own 
President Brooksher and Executive Secre- 
tary Paul Schaefer who drew hundreds of 


_*Reprinted from the Journal of the Arkansas Medical So- 
ciety, November, 1954, 
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telegrams of protest to Washington from 
physicians and AMA officials in every state. 


The second win came in defeating the Re- 
insurance Program, about the most useless 
piece of legislation that had the Eisenhower 
backing. It is strange, indeed, that the Presi- 
dent, as late as August 23 of this year, 
should be still insisting on such legislation. 


Probably the worst of our defeats came 
when Section 106 of the Social Security code 
was adopted over the efforts of a few of our 
physician leaders like Francis J. L. Blasin- 
game, of Wharton, Texas, who saw its in- 
sidious features. This particular battle was 
lost because not enough of our leaders saw 
through the camouflage, and the opposition 
was of the “too littie and too late” variety. 


The Washington Office has warned us that 
the President is cooking up a stew to force 
the Reinsurance Program down our throats, 
and we might be ready. We might also or- 
ganize a repeal of Section 106 of the SS Act, 
so that the Drs. can be taken off Mrs. Hob- 
by’s hook, though repeal will mean that 
every member of the House of Congress will 
have to be contacted by some physician in 
his home town. This work should be in the 
process of organization now. It should be 
done while our Representatives are at home 
feeling out the sentiment. The Washington 
office of the AMA can be our “listening 
post,” but the real influence is from some 
private physician at home. 


A united front by physicians on legisla- 
tors is a powerful force. One doesn’t have to 
be in Washington, or even out of his office, 
to talk to his Congressman, and reflect to 
him the thinking of the sounder element of 
our country. 


There should be plans among our Medical 
leaders now to repeal Section 106, to pro- 
mote the Bricker amendment, to curb the 
“give away” program that Eisenhower 
adopted from the Truman Administration, 
and to aid other professional groups, engin- 
eers, etc. in getting out from the onus of the 
Social Security tax and dole. The engineers 
realized belatedly that they forgot to fight 
for liberty. Perhaps some spark of hope can 
be raised for them if physicians keep alert, 
organize for strength and carry the battle 
by attack instead of being defeated by no 
defense. The fight for liberty was not made 
alone at Bunker Hill. It is being made today. 
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CORRESPONDENCE 


To the Editor: 


As secretary, I have been instructed by 
the president of the Pasquotank-Camden- 
Currituck-Dare Counties Medical Society to 
send you a copy of the enclosed resolution. 
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Sincerely, 


WILLIAM F, HARRELL, JR., M.D. 
Secretary 
Elizabeth City, N. C. 


We the members of the Pasquotank-Camden-Cur- 
rituck-Dare Counties Medical Society note with re- 
gret the retirement from the active practice of medi- 
cine, as of September 1, 1954, of our esteemed col- 
league, Dr, Ike Fearing. 

Dr. Fearing graduated in 1896 from the Physi- 
cians and Surgeons Medical School of Baltimore, 
Maryland. He returned to North Carolina, and in 
September of that year opened his office in Eliza- 
beth City. This office he has just closed. 

Dr. Fearing was one of the pioneers of modern 
medicine, During his nearly 60 years of practice he 
has done his part in advancing medical knowledge 
and progress in this community, and in keeping 
such knowledge and progress in step with the rapid 
advances being made throughout the world. During 
this period the advances have been as great as or 
greater than in all the preceding centuries of his- 
tory. 

Dr. Fearing has served this community honestly, 
fearlessly, and with great ability. He is one of the 
almost extinct type of “family doctor,” who is not 
only the medical adviser, but also the friend, confi- 
dant, counselor, and support in adversity and trou- 
ble of his patients. 

Be it resolved that this expression of our esteem 
for Dr. Fearing, and of our sincere wish that he 
may have a long and happy retirement, be entered 
upon the official minutes of our organization, and 
that a copy be forwarded to him. 

By the direction of the Pasquotank-Camden-Cur- 
rituck-Dare Counties Medical Society. 


The Committee on Resolutions, 


Zack D. Owens, M.D. 
John L, Shipley, M.D. 
October 18, 1954 


Find Aspirin as Effective as Cortisone in Arthriti< 

The ordinary aspirin tablet is just as effective 
as the hormone cortisone in the treatment of early 
eases of rheumatoid arthritis, according to a _ re- 
port published in the British Medical Journal (1: 
1223, May 29, 1954). 

Findings of clinical trials with 61 patients were 
released by a joint committee of the British Medical 
Research Council and Nuffield Foundation, follow- 
ing one year’s treatment with the two agents. 

“For practical purposes, there appears to have 
been surprisingly little to choose between cortisone 
and aspirin in the management of these 61 patients 
in the early stages of rheumatoid arthritis,’ the 
committee states. 

Only minor side effects were caused by each drug, 
although fewer patients receiving aspirin exper- 
ienced reactions as the study progressed. 
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COMING MEETINGS 


Watts Hospital Medical and Surgical Symposium 
—Watts Hospital, Durham, February 9 and 10, 1955. 

North Carolina State Board of Medical Examiners 
meeting to interview applicants for licensure by en- 
dorsement, Hotel Robert E. Lee, Winston-Salem, 
January 10, 1955. 

Congress on Industrial Health, American Medical 
Association—Washington, D. C., January 25, 26, 
1955. 

Fifty-first Annual Congress on Medical Education 
and Licensure — Palmer House, Chicago, February 
5-8, 1955. 

Rural Health Conference, American Medical As- 
sociation — Milwaukee, Wisconsin, February 24-26, 
1955. 

Eighth Annual Postgraduate Course on Diseases 
of the Chest, Council on Postgraduate Medical Edu- 
cation, American College of Chest Physicians—Phil- 
adelphia, Pennsylvania, March 7-11, 1955. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. Eugene A. Stead, professor and chairman of 
Duke University Medical School’s Department of 
Medicine, has just been named to two top national 
posts. He has been appointed to serve on the Na- 
tional Advisory Arthritis and Metabolic Diseases 
Council and has been named vice chairman of the 
American Heart Association’s Scientific Council. 


x * * 


Duke Hospital has just established a new emer- 
gency Poison Control Center to meet the rising in- 
cidence of accidental poisoning, it was announced 
recently. The Center has been set up to serve as an 
information bureau, as well as to treat any case of 
poisoning. 

In any such emergency, the public or a doctor 
should call Duke (9011) and ask for the Poison Con- 
trol Center. The operator will switch him to the 
Center where a doctor will have immediately avail- 
able the latest available information on any poison- 
ous agent, as well as the newest form of treatment. 

The Center is under the direction of Dr. Jay M. 
Arena, associate professor of pediatrics, and Dr. 
Haywood M,. Taylor, professor of toxicology and 
associate professor of biochemistry, Long a leader 
in the field, Pr. Arena is a member of the Ameri- 
can Medical Asscciation’s Committee on Toxicology. 


* * 


Dr. Jerome S. Harris has been named chairman 
of the pediatrics department at Duke University 
Medica) Schovl and Duke Hospital, Dean W. C. Dav- 
i.-m announced. Dr. Harris, professor of pediatrics 
sociate professor of biochemistry, succeeds 

‘son, who is the James B. Duke Professor 


nd has been chairman of the depart- 


De, 
of Pee 
ment sinus 
Dr. Harris, creator and director of the children’s 
heart clinic established at Duke in 1946, is chairman 
of the medical subsection of the North Carolina 
Heart Association’s Rheumatic Fever Committee. 
He is also a member of the American Academy of 
Pediatrics committee on medical education and chair- 
man of Duke Medical School’s committee on cur- 
riculum. During World War II he served as a lieu- 
tenant-colonel, as chief of the communicable diseases 
section of the 65th General Hospital, a North Caro- 
lina unit affiliated with Duke Medical School. Later 
he was commanding officer of the Fourth Service 
Command Medical Laboratory at Fort McPherson, 
Georgia. 
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Dr. Harris has done extensive research and con- 
tributed several scientific papers on nephritis and 
metabolism. He also served on the Duke faculty 
which conducted a special course in the medical as- 
pects of radioactivity for the Atomic Energy Com- 
mission. 


MEDICAL PRESS CONFERENCE 

A panel discussion on “Mutual Responsibilities in 
the Public Interest” was held at the Hotel Sir Wal- 
ter in Raleigh on November 23 under the sponsor- 
ship of the Medical Society of the State of North 
Carolina and the North Carolina Press Association. 

The purpose and objectives of the conference were 
stated by Dr. Donald B. Koonce, chairman of the 
Public Relations Committee of the Medical Society, 
and Holt McPherson, president of the Press Associ- 
ation. Moderator of the discussion was Gordon Gray, 
president of the University of North Carolina. Mem- 
bers of the panel were Miles Wolfe, of the Greens- 
boro Daily News, Horace Carter of the Tabor City 
Tribune, Kenneth Tredwell of WBT-WBTV, Char- 
lotte, Phil Ellis of WPTF, Raleigh, and the follow- 
ing members of the State Medical Society: Dr. Paul 
Whitaker, Kinston; Dr. Wingate Johnson, Winston- 
Salem; Dr. Amos N, Johnson, Garland; and Dr. 
David G. Welton, Charlotte, 

Closing the conference was a dinner at which 
William H. Neal, senior vice president of the Wa- 
chovia Bank and Trust Company, Winston-Salem, 
was speaker, 


STATE BOARD OF HEALTH 


Additional emphasis on fire-arm safety during the 
hunting season was called for by the North Carolina 
State Board of Health in predicting that 80 North 
Carolinians may be killed by shotguns, rifles and 
pistols during the next year. The State Board of 
Health’s accident epidemiologist, Dr. Charles M. 
Cameron, Jr., of Raleigh, revealed that official rec- 
ords show that each year deaths from fire arm acci- 
dents average between 70 and 80 in North Carolina. 


Dr. Cameron complimented the sportsmen of the 
state in calling attention to the fact that the small- 
est percentage of these accidents occur in the field 
when hunters are actually in pursuit of game. “More 
than half of the fire arm deaths occur in the home,” 
he said, “where our studies show some can be traced 
to the cleaning and handling of weapons preparatory 
to actual hunting.” 

“All too many accidents with fire arms in the 
home, however, can be attributed to the storing of 
loaded weapons where they can be reached by chil- 
dren or other irresponsible individuals. Unfortun- 
ately, the supposedly ‘unloaded’ guns are still the 
most dangerous weapons in the state.” 


EDGECOMBE-NASH MEDICAL SOCIETY 


The regular monthly meeting of the Edgecombe- 
Nash Medical Society was held at the Club Rio in 
Rocky Mount on November 10. 

At the October meeting Dr, Donald Koonce of 
Wilmington discussed the cancer clinics now being 
held in the state, with particular reference to the 
continuation of the clinic sponsored by our society 
Following the presentation, several members of the 
society expressed their views on the matter. It was 
then decided to continue the clinic in Rocky Mount 
for one year. 

Dr. Julian Brock was in charge of the program 
for November and presented as guest speaker Dr. 
William Anlyan, associate professor of surgery, 
Duke University, who spoke on, “Recent Advances 
In Pancreatitis.” 
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FORSYTH COUNTY MEDICAL SOCIETY 


Dr. W. P. Hollister of Pinehurst and Dr. Joseph 
Hiatt of Southern Pines spoke on “F-periences in 
the Treatment of Pulmonary Tubercuiosis” at the 
regular meeting of the Forsyth County Medical So- 
ciety held on November 9. 


NEWS NOTES 


The first anniversary of the Sea Level Commun- 
ity Hospital was marked by an oyster roast held in 
Sea Level on November 20 under the sponsorship 
of the hospital board of trustees and the Commer- 
cial National Bank of Kinston. 


Dr. Richard L. Masland has announced the associ- 
ation of Dr. Robert R. J. Strosbos in neurology, 
with offices in the Bowman Gray School of Medi- 
cine, Winston-Salem. 


* 


Dr. LeRoy Allen has opened his office at 309 


Woodburn Road, Raleigh, for the practice of neuro- 
surgery. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


New Public Relations Manual 

The ABCs of medical public relations are neatly 
spelled out in A.M.A.’s new “County Medical Public 
Relations Manual.” Prepared by the Department of 
Public Relations as a working manual for county 
medical societies, this booklet comprises the first 
comprehensive textbook on medical public relations. 
The manual explains how to organize for action, 
outlining dozens of projects which local medical 
societies can conduct to win the respect and confi- 
dence of the community. State medical societies re- 
ceived a supply of manuals about December 1 for 
distribution to county publie relations leaders. 

4 


Safeguarding the Worker’s Health 

Building an effective health program for Ameri- 
can industry utilizing the facilities of medicine, gov- 
ernment, management and labor will be emphasized 
at the fifteenth annual Congress on Industrial 
Health. Sponsored by A.M.A.’s Council on Industrial 
Health, the Congress wili be held January 25 and 
26 at the Shoreham hotel, Washington, D, C. 

Following the general theme—‘Goals of Preven- 
tive Medicine’—panel discussions will be presented 
on: (1) Industrial health as a major component in 
community health; (2) Training and recruitment of 
qualified professional personnel; (3) Medical care 
plans; (4) Workmen’s compensaties and rehabili- 
tation, and (5) Health in the atom. age, stressing 
the need for modern protective methods of safe- 
guarding the worker’s health. 

A pre-conference session for medical society com- 
mittee members will be held January 24 to consider 
problems of special interest to the medical profes- 
sion. 


* at 


Solving School Health Problems 

To provide expert help for developing sound school 
health programs, the Joint Committee on Health 
Problems in Edueation of the American Medical 
Association and the National Education Association 
currently is preparing a manuseript to be entitled 
Healthful School Living. Scheduled for publication 
in 1957, this book will complete the series of three 
volumes covering various aspects of the school 
health field. Previous volumes were Health Educa- 
tion published in 1948 and School Health Services 
in 19538. 
Healthful School Living will deal primarily with 
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the physical and mental-emotional aspects of en- 
vironmental control in schools. Subjects include 
building construction and equipment; influence of 
organizational factors on the student’s health; heat- 
ing, ventilating, water supply and waste disposal; 
preventing hazards; rural school problems; admin- 
istering a school health program. Charles C, Wil- 
son, M.D., of Yale University, serves as editor al- 
though many leaders in medicine, education and 
public health act as consultants. 

Now completing its forty-third year, the Joint 
Committee—composed of five representatives from 
A.M.A. and five from N.E.A.—has published more 
than 40 pamphlets and booklets. Twenty of these 
are constantly revised to keep up with latest de- 


velopments. 
* 


Tips to Teens 
How to grow up grace fully is the story drama- 
tized in A.M.A.’s newest radio transcription series 
prepared especially for use of local medical societies. 
Dealing with the health and emotional problems of 
modern teenagers, “16—Growing Up” covers such 
things as the young person’s place in the family, 
getting started in the world, good and bad gangs, 

skin problems and money matters. 


Announcing Tenth Rural’ Health Meeting 

Be sure to add A.M.A.’s Tenth National Rural 
Health Conference to your 1955 appointment book. 
The dates—February 24-26; the place—Schroeder 
Hotel, Milwaukee, Wisconsin, Theme will be “Look- 
ing Both Ways” at such problems as accident pre- 
vention and family responsibility in health affairs. 

As in ne years, a special pre-conference session 
for inembers of the medical profession will be held 
Tbharsday morning, February 24. Discussions will 
he aired on the work of medical society rural health 
committees, responsibilities of citizenship, and train- 
ing for rural practice. 

* * 


Televisuals Spark Medical Shows 

If a shot in the arm will lift your medical soci- 
ety’s television program out of the “ordinary” class, 
A.M.A.’s Bureau of Health Education may have 
just the answer. Included in the Bureau’s new cata- 
logue of TV-tested “televisuals” are more than 60 
charts, graphs, diagrams, and _ three-dimensional 
models—such as a rubber relief model of a cross- 
section of the skin, diagram of a large intestine, 
and a transverse section of the head. These are all 
available on loan, and copies of the catalogue may 
be secured from the Bureau. 


New Veterans Care Bulletin 
To keep the medical profession informed on vet- 
erans care problems, A.M.A.’s Council on Medical 
Service, through its Committee on Federal Medical 
Services, is pre paring a regular newsletter. The 
first issue contained an excerpt from a speech by 
the late President Roosevelt pointing out that veter- 
ans should not be a special class ... statistics 
showing that many VA hospitals lack qualified per- 
sonnel ...a suggestion from one of the veterans 
groups that doctors be drafted for VA _ hospitals. 
Because so much interest was aroused by the initial 
yublication, the Committee plans to expand its mail- 
ing list to include state and county medical society 

leaders as well as committee members. 


Report of Committee on Toxicology 
A.M.A.’s new Committee on Toxicology now is 
studying ways of halting the spread of accidental 
poisonings through misuse of common household 
chemicals such as drugs, cosmetics, cleaning fluids, 
and paints. A recent exploratory meeting drew rep- 
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resentatives from medicine, government and indus- 
try to Chicago headquarters to spearhead plans for 
a concerted campaign in this direction. 

The Committee’s current progress report shows 
that it has collaborated with various national or- 
ganizations interested in these problems; is repre- 
sented on the American Standard Association sec- 
tional committee studying hazards to children and 
on the board of the Chicago Poisoning Control Cen- 
ter. In addition, it has offered advice for the stand- 
ardization of safe coatings for children’s toys and 
furniture; made suggestions on New York City’s 
sanitary code relative to the labeling of lead paints; 
reviewed a section on antidotes for the National 
Formulary, and participated in the revision of “Of- 
ficial Antidotes” of the California State Board of 
Pharmacy. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The Council on Postgraduate Medical Education 
of the American College of Chest Physicians, in co- 
operation with the respective state chapter of the 
College as well as the staffs and faculties of the 
local hospitals and medical schools of Philadelphia, 
will sponsor the Eighth Annual Postgraduate Course 
on Diseases of the Chest, to be held at the Bellevue- 
Stratford Hotel, Philadelphia, Pennsylvania, March 


4-1¥, 1955. 


Our postgraduate courses endeavor to bring phy- 
sicians up to date on recent advancements in the 
diagnosis and treatment of heart and lung disease. 
Tuition is $75. 

Further information may be secured by writing 
to the Executive Director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11, 


Illinois. 
* 


1955 College Essay Award Contest 


The Council on Undergraduate Medical Education 
of the American College of Chest Physicians offers 
three cash awards to be given annually for the best 
contribution, prepared by any undergraduate medi- 
cal student studying for a degree in medicine, on 
any phase of the diagnosis and treatment of chest 
diseases (heart and/or lungs). 

The first prize will consist of a cash award of 
$250. Second prize will be $100 and third prize, $50. 

The winning contributions will be selected by a 
committee of well known chest specialists and will 
be announced at the twenty-first annual meeting of 
the American College of Chest Physicians, to be 
held in Atlantic City, New Jersey, June 2-5, 1955. 
All manuscripts become the property of the Ameri- 
can College of Chest Physicians. 


Applicants are oot eee to study the format of 
DISRASES OF THE CHEST as to length, form, 
and arrangement of illustrations to guide them in 
the preparation of the manuscript. The following 
conditions must be observed: 


1. Five copies of the manuscript typewritten in 
English (double spaced) should be submitted to the 
Executive Director, American College of Chest Phy- 
sicians, 112 East Chestnut Street, Chicago 11, IIli- 
nois, U.S.A., not later than April 10, 1955. 


2. The only means of identification of the author 
shall be a motto or other device on the title page 
and a sealed envelope bearing the same motto on 
the outside enclosing the name and address of the 
author. 


3. A letter from the dean or chairman of the De- 
partment of Medicine of the medical school certify- 
ing that the author is a medical student studying 
for his degree in medicine. 
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UNITED CEREBRAL PALSY 


The winner of the United Cerebral Palsy-Max 
Weinstein Award for outstanding scientific achieve- 
ment in the field of cerebral palsy was Dr. Seymour 
S. Kety, associate director in charge of research of 
the National Institutes of Neurological Diseases 
and Blindness and Mental Health, of the U.S. Pub- 
lic Health Service. 

Dr. Kety received the award, consisting of $1,000 
and a plaque, for his pioneering work in measuring 
the bloow flow through the human brain. The re- 
sults of his research are of fundamental importance 
to an understanding of cerebral palsy and many 
other disorders of clinical neurology and medicine. 
The award was made at UCP’s fifth annual conven- 
tion by Dr. Sidney Farber, professor of pathology, 
Harvard University, and chairman of UCP’s Re- 
search Advisory Board, which selects the Award 
winners. 

UCP research and training grants to leading 
universities, hospitals and institutions totaled more 
than half-a-million dollars during the past year for 
the first time in UCP’s five-year history. In the con- 
tinuing search for better treatment and possible 
prevention of cerebral palsy, 35 grants were made 
totaling $350,241 this year as compared with $254,- 
940 last year. In addition, 19 training grants total- 
ing $172,540 were authorized this year. 


THE ACADEMY OF PSYCHOSOMATIC MEDICINE 


The Academy of Psychosomatic Medicine held its 
first annual meeting at the Plaza Hotel, New York 
City, on October 8-9. More than 100 fellows and 
guests attended the two-day session, devoted to 
“The Psychosomatic Aspects of Surgery.” 


The Society voted to extend the present incum- 
bents in office for an additional year. For president, 
Dr, William Kaufman, Bridgeport, Connecticut; for 
vice president, Dr. Bernard B. Raginsky, Montreal, 
Canada; for secretary, Dr. Ethan Allan Brown, 
Boston, Massachusetts; for treasurer, Dr. Alfred J. 
Cantor, Flushing, New York, and for historian, Dr. 
Robert S. Drews, Detroit, Michigan. 


The second annual meeting will be held again at 
the Hotel Plaza, October 6, 7 and 8, 1955. The gen- 
eral subject decided upon is “The Psychosomatic 
Aspects of Drug Administration.” Those who wish 
to present papers at this meeting are invited to 
communicate with the program chairman, Dr. Ethan 
Allan Brown, Boston, Massachusetts, from whom 
applications for fellowship and a copy of the con- 
stitution may also be obtained. 


CONGRESS ON MEDICAL EDUCATION 
AND LICENSURE 


The fifty-first annual congress on Medical Edu- 
cation and Licensure will be held February 5-8, 
1955, at the Palmer House in Chicago, under the 
auspices of the Council on Medical Education and 
Hospitals of the American Medical Association, the 
Federation of State Medical Boards of the United 
States and the Advisory Board for Medical Special- 
ties. 


The following open meetings constituting the 
Congress on Medical Education and Licensure are 
called to your attention at this time: 


February 5 


9:00 a.m. to 5 p.m.— Special Program in Post- 
graduate Medical Education: “The Potential 
Use of Television in Postgraduate Medical 
Education” 
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February 6 
9:00 a.m, to 1 


2:30 p.m.—Open Meeting of Advis- 
ory Board for Medical Specialties 
February 6 
2:00 p.m. to 5:00 p.m.—Open Meeting of Federa- 


tion 
February 7 
9:00 a.m. to 5:00 p.m.—Council on Medical Edu- 
cation and Hospitals — Highlighting Legal 
and Forensic Medicine in undergraduate 
medical education, the future status of the 
internship in the program of medical edu- 
cation, ete. 


of State Medical Boards 


February 7 
7:00 p.m.—Federation Banquet 


February 8 


Federation of State Medical Boards of the United 
States 


AMERICAN COLLEGE OF RADIOLOGY 


Dr. Ira H, Lockwood, Kansas City, Missouri, radi- 
ologist, has been awarded the Gold Medal of the 
American College of Radiology. The award, an- 
nounced in Chicago, w:li be formally presented to 
Dr. Lockwood, February 11, 1955, at the annual 
— of the College in Chicago, 

Dr. Lockwood, following the annual meeting, re- 
tired as the chairman of the Board of Chancellors, 
official governing body. He was succeeded by a Los 
Angeles radiologist, Dr. Wilbur Bailey. 


U.S. DEPARTMENT OF HEALTH, 
AND WELFARE 


A major expansion and reorganization of the 
Commissioned Reserve of the Public Health Serv- 
ice, Department of Health, Education, and Welfare, 
as a national defense measure has been announced 
by Surgeon General Leonard A. Scheele. The Serv- 
ice expects to commission an additional 2,000 re- 
serve officers by June 30, 1955, and present plans 
call for the commissioning of another 3,000 officers 
during the 1955-56 fiscal year. 

The Service has been assigned extensive new de- 
fense responsibilities as the result of a delegation 
by the Federal Civil Defense Administration to the 
Department of Health, Education, and Welfare, re- 
cently approved by the President. 

Dr. Scheele said that an officer of the emergency 
reserve would be called to active duty without his 
consent only in the event of a national emergency 
publicly recognized as requiring such action and 
that an officer of the emergency reserve already 
performing important health functions would not 
be called for service in another area unless the situ- 
ation in that area clearly justified it. Officers in the 
emergency reserve may request active duty at any 
time and will be considered for availabe assign- 
ments. 

The emphasis initially will be on the commission- 
ing of physicians, dentists, sanitary engineers, and 
nurses, particularly physicians, the Service said. 


EDUCATION, 


Public Health Service 
The importance of the working environment in 
the maintenance and improvement of health and 
safety has been increasingly recognized. As a result, 
interest has been intensified in legislation vesting 
authority in various state agencies for the correc- 
tion of health and accident hazards and the promo- 

tion of improved working conditions. 
In response to this need, the Public Health Service 
has prepared a compilation of citations and excerpts 


ff 
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or digests of laws and regulations dealing with oc- 
cupational health and safety. By briefing and mak- 
ing accessible under one cover widely scattered in- 
formation, this publication enables a convenient 
checking and comparison of various state provisions. 
While the limited supply lasts, single copies of the 
compilation can be made available by the Occupa- 
tional Health Program, upon request, to persons 
and organizations concerned with worker health and 
safety problems. Copies may also be procured from 
the Superintendent of Documents, Government 
Printing Office, Washington 25, D. C., for $1.25. 


DEPARTMENT OF THE ARMY 


Organization of a council of five general officers 
from the Army Medical Corps Reserve to advise the 
Surgeon General on matters related to the medical 
reserve matters was announced recently by the De- 
partment of the Army. 

Major General George E, Armstrong, the Surgeon 
General of the Army, welcomed the officers invited 
to form the council at the initial session held Mon- 
day, October 25 at his office. He declared their ad- 
vice would be sought on special reserve items having 
far reaching impact on the health professions of the 
nation as well as on those problems concerning the 
general activities of the Army’s medical reserve, 


VETERANS ADMINISTRATION 


Segregation has been ended in all Veterans Ad- 
ministration hospitals, VA has announced. The 
achievement was credited to the understanding and 
cooperation of veteran-patients, hospital staffs, local 
communities, and interested organizations. 


The end of segregation resulted from a concerted 
program started in September, 1953, shorty after 
Harvey V. Higley became Administrator of Vet- 


erans Affairs. 
* * &* 


The appointment of John S. Patterson, Greens- 
boro, North Carolina, industrial and public rela- 
tions executive, as Deputy Administrator of the 
Veterans Administration has been announced by 
Harvey V. Higley, Administrator of Veterans Af- 
fairs. Mr. Patterson will assume his new duties No- 
vember 3, 1954. Mr. Patterson succeeds Harold V. 
Stirling, who retired May 31, 1954, after 37 years 
of Government service. 


Mr. Patterson, a 52 year old native of Mt. Carroll, 
Illinois, has served recently as Industrial and Pub- 
lic Relations Director of the J. P. Stevens and Com- 
pany, Inc., one of the nation’s largest manufacturers 
of cotton, wool, and synthetic fabrics. 


He presently is acting as a consultant to the Uni- 
versity of North Carolina on fiscal and manpower 
problems involved in the million-dollar educational 
program planned by the university. 


Dr. C. E, Dutchess Will Open Private 
Consultant Service 
Dr, Charles E, Dutchess became a consultant to 
Schenley Laboratories, Inc. and to the drug and 
chemical industry, effective December 1, it was an- 
nounced recently by R. Blayne McCurry, SchenLabs’ 
president. 


Dr, Dutchess has been vice president and medical 
director of the company, and for the past ten years 
has supervised clinical investigations and _ profes- 
sional relations. These functions will now be directed 
by Dr. B. Marr Lanman, recently named head of 
Clinical Research for the drug firm. 
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The Month in Washington 


With the change in control of Congress, 
there naturally will be a major reshuffling 
of all committees, including those handling 
medical and health legislation. A new chair- 
man moves to the top, and at the bottom a 
few Republican members drop off, to be re- 
placed by an equal number of Democrats. 
In a Congress so evenly divided, domination 
of this committee machinery is a vital asset. 

A majority of the Democrats taking over 
committee chairmanships in January will be 
returning to the same jobs they held when 
their party was in power before, but the 
situation is a little different on the two com- 
mittees most important in health and medi- 
cal legislation. It will be the first time either 
of these chairmen has had the responsibility 
of running the full committee, although both 
have been involved in medical legislation for 
many years. Both are veteran legislators 
and are Southerners. They are Senator Lis- 
ter Hill of Alabama, who replaces Senator 
H. Alexander Smith of New Jersey as chair- 
man of the Labor and Welfare Committee, 
and Representative Percy Priest of Tennes- 
see, who succeeds Chairman Charles Wolver- 
ton, also of New Jersey, on the Interstate 
and Foreign Commerce Committee. 

By reason of seniority, Senator James 
Murray of Montana is in line for the Labor 
and Welfare Committee chairmanship. How- 
ever, he has announced that he prefers to 
run the Interior and Insular Affairs Com- 
mittee, thus turning over the other chair- 
manship to Senator Hill. Senator Murray, 
as a sponsor of national compulsory health 
insurance, and as a chairman and member 
of its committee that held such turbulent 
hearings on this subject, became well known 
to the medical profession. 


Senator Hill, the son of a physician, has 
been in Congress for 30 years— 14 in the 
House before he came to the Senate. He was 
a co-sponsor of the Hill-Burton hospital con- 
struction program, perhaps the most impor- 
tant piece of medical legislation enacted 
since World War II. 


Presumably the Senate committee’s Health 
Subcommittee again will be headed by Sena- 
tor Herbert Lehman of New York, who 
handled this task during the last Democratic 
Congress, the eighty-second. Last session the 
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Health Subcommittee chairman was Senator 
William Purtell of Connecticut. 


Mr. Priest is a former school teacher and 
newspaperman. He has been in the House for 
seven uninterrupted terms. In 1951 he was 
chairman of the Commerce Committee’s 
Health Subcommittee; the subcommittee sys- 
tem was abolished by the committee in 1952. 
Since then he has taken an extremely active 
part in committee work in the health and 
medical fields. 


The Hill and Priest committees will handle 
most health legislation with the exception of 
military, veteran, and appropriation bills. 
For example, they will be in charge of re- 
insurance if it is reintroduced, as well as 
most health-medical bills originating in the 
Department of Health, Education and Wel- 
fare. 


A number of other committee changes of 
importance to medical legisiation are sched- 
uled. Representative Edith Nourse Rogers 
of Massachusetts, a veteran of 29 years in 
the house, loses the chairmanship of the 
Veterans Affairs Committee. She is being 
succeeded by Representative Olin Teague of 
Texas, who was elected to Congress for the 
first time while he was completing his six- 
year Army duty in 1946. 


The House Appropriations Committee 
chairmanship goes from Representative 
John Taber of New York to Representative 
Clarence Cannon of Missouri; both have the 
reputation of being economy-minded. Of con- 
siderable significance in medical appropria- 
tions is the change in the chairmanship of 
the subcommittee that handles money for the 
Department of Health, Education and Wel- 
fare. The chairman for the last two years, 
Representative Fred Busby of Illinois, care- 
fully scrutinized all health appropriations, 
and effected many reductions. He was de- 
feated for re-election. The prospective chair- 
man of the subcommittee, Representative 
John Fogarty of Rhode Island, repeatedly 
has intervened in the committee and on the 
House floor to restore money cut out by the 
subcommittee. 


Chairman of the Armed Forces Committee 
in the Senate—where medical care for mili- 
tary dependents would be taken up—will be 
Senator Richard B. Russell of Georgia, re- 
placing Senator Leverett Saltonstall of Mas- 
sachusetts. On the House side, the Armed 
Forces chairmanship goes to the veteran 
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Representative Carl Vinson, also of Georgia. 
He replaces Representative Dewey Short of 
Missouri. 


Any bills proposing reorganization of the 
executive departments will come before 
Chairman John L. McClellan of Arkansas in 
the Senate and Representative William L. 
Dawson of Illinois in the House. They are 
succeeding Senator Joseph R. MeCarthy of 
Wisconsin and Representative Clare E. Hoff- 
man of Michigan. 


Lilly Announces New Immunizing Agents 

Eli Lilly and Company announces two new prod- 
ucts for immunizing simultaneously against diph- 
theria, whooping cough, and tetanus. The pertussis 
element of the triple immunizing agents is stand- 
ardized by the new National Institute of Health 
method, which relies on biological assays to measure 
antigenicity rather than on bacterial count. 

The products are: 

1. ‘Tridipigen, Alum Precipitated’ (Diphtheria and 
Tetanus Toxoids and Pertussis Vaccine .Combined, 
Alum Precipitated, Lilly), which is particularly rec- 
ommended when immunization is begun before the 
age of six months, 

2. ‘Tridipigen, Fluid’ (Diphtheria and Tetanus 
Toxoids and Pertussis Vaccine Combined, Fluid, 
Lilly) for immunizing any adult or any child six 
months or older. 

Both products are suspensions of killed Hemo- 
philus pertussis organisms together with purified 
diphtheria and tetanus toxoids in physiological sa- 
line solution. ‘Merthiolate’ (Thimerosal, Lilly) 1:- 
10,000 is added as a preservative. 

The new NIH regulations for pertussis vaccine 
say that a total immunizing dose shall contain 12 
NIH protective antigenic units. For all practical 
purposes, the 12 units are equal in antigenicity (not 
count) to not less than 90 billion nor more than 96 
billion NIH Reference Standard H. pertussis or- 
ganisms. 

The new method of standardization has been in- 
troduced in the hope that dosages of pertussis vac- 
cine will be given on the basis of antigenicity in- 
stead of bacterial count, making it possible to give 
the minimum dose of bacteria necessary to obtain 
the desired immunological response, 


Winthrop-Stearns’ Antimalarial Effective 
In Rheumatoid Arthritis 
Aralen diphosphate, the drug of choice in com- 
batting malaria, now has been found an effective 
therapeutic agent in the treatment of rheumatoid 
arthritis, Dr. George Gregory Haydu, consultant-in- 
arthritis, Huntington Rehabilitation at Huntington, 
Long Island, states in the American Journal of the 
Medical Sciences for January 26, 1953. 


Aralen was given to 28 rheumatoid arthritis pa- 
tients for six months, in doses of 0.5 gm., three 
times a week. Continuous administration of the 
antimalarial in that period produced no toxic effects 
in any of the patients, as indicated by complete 
oe counts, urinalysis and cephalin flocculation 
ests. 

Results of the six-months’ study showed con- 
siderable improvement by 21 out of 28 cases. One 
patient had complete remission, one showed no 
signs of improvement, while five showed minor im- 
provement, Dr. Haydu reports, 
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Amebiasis a’ Poorly Reported’ Disease 


Until serious complications arise, 


amebiasis may pass unrecognized and 


patients receive only symptomatic treatment. 


Although amebiasis is a disease with serious 
morbidity and mortality, statistics on its inci- 
dence! are incomplete because its manifestations 
are not commonly recognized and consequently 
not reported, 

tg the gastrointes- 
‘on or indefinite abdom- 
mormally formed stools, 

amebiasis, Not infre- 
symptoms are ascribed 
nsive x-ray studies have 
relief is obtained with 


‘relopment of an inca- 
iess and to eliminate a 
community, diagnos- 
:mingly healthy “‘car- 
ild symptoms of ame- 


‘tant because infection 
‘tely cleared, with the 
due consideration for 
For treatment of the 
satisfactory.” 

For chronic amebic infections, Goodwin‘ finds 
Diodoquin to be one of the best drugs at present 
available. 

Diodoquin, which does not inconvenience the 
patient or interfere with his normal activities, may 
be used in the treatment of acute or latent forms 
of amebiasis. If extraintestinal lesions require 
the use of emetine, Diodoquin may be admin- 
istered concurrently, It is a well tolerated and 
relatively nontoxic orally administered ameba- 
cide, containing 63.9 per cent of iodine. 

Diodoquin (diiodohydroxyquinoline), available 
in 10-grain (650 mg.) tablets, reduces the course 
of treatment to twenty days (three tablets daily). 
Treatment may be repeated or prolonged without 


Endamoeba histolytica (trophozoite). 


serious toxic effect. It is accepted by the Council 
on Pharmacy and Chemistry of the American 
Medical Association, G. D. Searle & Co., Re- 
search in the Service of Medicine, 


1. Hamilton, H. E., and Zavala, D. C.: Amebiasis in Iowa: 
Diagnosis and Treatment, J. lowa M. Soc, 42:1 (Jan.) 1952. 


2. Goldman, M. J.: Less Commonly Recognized Clinical Fea- 
tures of Amebiasis, California Med. 76 :266 (April) 1952. 


3. Weingarten, M., and Herzig, W. F.: The Clinical Manifesta- 
tions of Chronic Amebiasis, Rev. Gastroenterol, 20:667 (Sept.) 
1953. 


4. Goodwin, L. G.: Review Article: The Chemotherapy of 
Tropical Disease: Part. 1, Protozoal Infections, J, Pharm. & 
Pharmacol. 4:153 (March) 1952. 
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in biliary stasis... 
“therapeutic bile 


“Medical treatment should be tried before stones 
and/or irreparable inflammation have occurred.”? 
“Biliary tract disease comprises an important cause 
of intra-abdominal syndromes. . .. Medical man- 
agement is the accepted treatment for functional 


disorders.” 


Decholin’ and Decholin Sodium’ 


(sodium dehydrocholate, Ames) 


” 


(dehydrocholic acid, Ames) 


‘... increase the volume output of a bile of rela- 
tively high water content and low viscosity.” 


Decholin Tablets, 3% gr. (0.25 Gm.), bottles of 100, 500, 
1000 and 5000. Decholin Sodium, 20% aqueous solution, 
ampuls of 3 cc., 5 cc. and 10 cc.; boxes of 3, 20 and 100, 


1. Segal, a on rad. Med. 13:81, 1953. 2. O’Brien, G. F., and 
Schweitzer, Clin. North America 37: 155, 1953. 3. Beck- 
man, H.: in Practice, Philadelphia, W. B. 


Saunders Company, 1952, p 


AMES COMPANY, INC. 
Elkhart, Indiana 


Ames Company of Canada, Ltd., Toronto 
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Amebiasis'a‘“Poorly Reported Disease 


Until serious complications arise, 


amebiasis may pass unrecognized and 


patients receive only symptomatic treatment. 


Although amebiasis is a disease with serious 
morbidity and mortality, statistics on its inci- 
dence! are incomplete because its manifestations 
are not commonly recognized and consequently 
not reported, 

“Vague symptoms? referable to the gastrointes- 
tinal tract, such as indigestion or indefinite abdom- 
inal pains, with or without abnormally formed stools, 
may result from intestinal amebiasis. Not infre- 
quently in cases in which such symptoms are ascribed 
to psychoneurosis after extensive x-ray studies have 
been carried out, complete relief is obtained with 
antiamebic therapy.” 

To prevent possible development of an inca- 
pacitating or even fatal illness and to eliminate a 
reservoir of infection in the community, diagnos- 
ing and treating’ even seemingly healthy ‘‘car- 
riers” and those having mild symptoms of ame- 
biasis is advised. 

Early diagnosis! is important because infection 
can be rapidly and completely cleared, with the 
proper choice of drugs and due consideration for 
the principles of therapy. For treatment of the 
bowel phase these authors find Diodoquin “most 
satisfactory.” 

For chronic amebic infections, Goodwin‘ finds 
Diodoquin to be one of the best drugs at present 
available. 

Diodoquin, which does not inconvenience the 
patient or interfere with his normal activities, may 
be used in the treatment of acute or latent forms 
of amebiasis, If extr-intestinal lesions require 
the use of emetine, Diodoquin may be admin- 
istered concurrently, It is a well tolerated and 
relatively nontoxic orally administered ameba- 
cide, containing 63.9 per cent of iodine. 

Diodoquin (diiodohydroxyquinoline), available 
in 10-grain (650 mg.) tablets, reduces the course 
of treatmem to twenty days (three tablets daily). 
Treatment may be repeated or prolonged without 


Endamoeba histolytica (trophozoite). 


serious toxic effect. It is accepted oy the Council 
on Pharrnacy and Chemistry of the American 
Medical Association. G. D, Searle & Co., Re- 
search in the Service of Medicine. 


1. Hamilton, H. E., and Zavala, D. C.: Amebiasis in Iowa: 
Diagnosis and Treatment, J. lowa M. Soc. 42:1 Van.) 1952 


2. Goldman, M. J.: Less Commonly Recognized Clinical Fea- 
tures of Amebiasis, California Med. 76 :266 (April) 1952. 


3. Weingarten, M., and Herzig, W. F.: The Clinical Manifesta- 
tions of Chronic Amebiasis, Rev. Gastroenterol. 20 :667 (Sept.) 
1953. 

4. Goodwin, L. G.: Review Article: The Chemotherapy of 
Tropical Disease: Part I. Protozoal Infections, J. "harm. & 
Pharmacol. 4:153 (March) 1952. 
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, IN THE HOUSE..-- 


(Who Isn't "Up to Here" in Unpaid Accounts) 


It’s a case of “unpaid-bill-itis”, and it seems to be contagious. 
The symptoms of this peculiar disease have been plaguing doc- 
tors for years ... but the complete cure is as simple as picking 
up your phone and calling the Medical-Dental Credit Garces 
nearest you. 

Medical-Dental Credit Bureaus do a thorough job for 
you by collecting your unpaid accounts ethically and hon- 
estly. Professional collection people handle your patients 
with “Kid-Gloves” ... and do it in such a manner that 
you'll be amazed at the good patient-doctor relationship 
it establishes. 

So to get that extra shot in the arm... to turn 
your unpaid accounts into cold cash... call in your 
specialist on collections today. 


NTAL CREDIT BUREAUS 


Charlotte - 212 N. Torrence St.- Phone 7-1529 High Point-513 Security Bank Bldg.-Phone 3955 
Greensboro-216 Commerce Pl. — Phone 3-8255 Lumberton —- 115 W. Second St. — Phone 3284 
Winston-Salem - 624 Nissen Bldg.-Phone 4-8373 


North Carolina Members — National Association Medical-Dental Bureaus 


125-BED PRIVATE PSYCHIATRIC HOSPITAL FOR THE TREATMENT OF NERVOUS 
AND MENTAL DISORDERS, INCLUDING ALCOHOLISM AND ADDICTION. 


James P. King, M.D., Director 


James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 
James L. Chitwood, M.D., Medical Consultant 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 
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WHEN SYMPTOMS ARE DISTRESSING 
BUT DISGUISED... 


“Tt is strange,” Malleson says, “how little clinical recognition” has been given 
to the “negative behavior” or “endogenous misery” of the woman with endocrine 
imbalance. Largely accountable for this, of course, is the patient’s own reluctance 
to discuss these symptoms with her physician until she actually suffers from some of 
the more obvious menopausal symptoms such as hot flushes. Even then she may become 


so accustomed to her change in feeling she can’t remember what it’s like to feel well.' 


Changes in the mood pattern are just a few of the many distressing symptoms 
of declining ovarian function which are so often disguised because they do not always 
coincide with cessation of menstruation, and at times will occur long before, and even 
years after. Other good examples are insomnia, headache, easy fatigability, arthralgia 
— and understandably so, when one considers that the loss of ovarian hormone “with- 


draws one of the most important metabolic regulators of the organism.” 


“Premarin” is a preparation of choice for the replacement of body estrogen. 
“Premarin” presents a complete equine estrogen-complex and all the components 
of this complex are meticulously preserved in their natural form. This largely explains 
why “Premarin” not only produces prompt symptomatic relief but also imparts an 
important “plus” — the distinctive “sense of well-being” that patients find so highly 
gratifying. These benefits of “Premarin” have made it a natural estrogen widely 


prescribed by physicians ... and often preferred by patients. 


5 
“PREMARIN: 


has no odor Estrogenic Substances (water-soluble), also known as conjugated 
... imparts no odor estrogens (equine), cvailable in both tablet and liquid form 


1. Malleson, J.: Lancet 2:158 (July 25) 1953. 2. Goldzieher, M. A., and Goldzieher, J. W.: Endocrine 
Treatment in General Practice, New York, Springer Publishing Company, Inc. 1953, p. 23. 
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HIGHLAND HOSPITAL, Inc. 


ASHEVILLE 


FOUNDED IN 1904 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, electro- 
shock, psychotherapy, occupational and recreational 
therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology 
and Psychiatry 
Associate Medical Director 


ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


oA private psychiatric hospital em- 
ploying modern diagnostic and treat- 


ment procedures—electro shock, in- 


Staff PAUL V. ANDERSON, M.D, 


REX BLANKINSHIP, M.D. 
Medical Director 


JOHN R. SAUNDERS, M.D, 


sulin, psychotherapy, occupational and 


recreational therapy—for nervous and 
mental disorders and problems of 


addiction. 


P. O. Box 1514 


THOMAS F, COATES, M.D, 
Associate 


R. H. CRYTZER, Administrator 


RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


December, 1954 
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The world-famous XK 120 engine 
... aerodynamic steel body 


and super-strengthened frame 


+». perfect suspension ... precision steering 


... sure braking ... superb “roadability” 


under any conditions: that’s JAGUAR! 


XK 120 

Super Sports 
priced from $3345 
at Port of Entry 
Wire wheels and 
white wall tires 
additional 


IMPERIAL MOTORS IMPERIAL CENTER MOTORS ALEXANDER & MANN MOTOR CO. 


409 N. Tryon 310 Rigsbee Avenue 234 Commerce Place 
Charlotte Durham Greensboro 


Edison 4-3198 6-0793 3-2882 
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Something NEW 
is Cooking 


MORE INSURANCE NOW AVAILABLE 


“think! HOW THESE AMOUNTS 


WOULD HELP IN PAYING ESTATE TAXES IN 
CASE YOU ARE ACCIDENTALLY KILLED... 


SPECIFIC BENEFITS ror oF BIGHT. 
LIMB OR LIMBS FROM ACCIDENTAL INJURY 


HOSPITAL INSURANCE ALSO FOR OUR 
MEMBERS AND THEIR FAMILIES 


$4,000,000 Assets 
$20,000,000 Claims Paid 
52 Years Old 


Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 


believes 


“KNOW-HOW” 


Unly a doctor can best specify 
the scientific requirements for 
correct sleeping posture, health- 
ful sleeping comfort. That’s why 
Sealy enlisted the judgment and 
skill of members of the medical 
profession itself in developing 
the “v-orld’s largest selling mat- 
tress designed in cooperation 
with leading Orthopedic Surgeons” . . . the superb 
Sealy Posturepedic Mattress. The spine-on-a-line 
support, the relaxing resiliency of this finer, firmer 
mattress merit your early attention. 


Sealy 


POSTUREPEDIC 


innerspring mattress 


* PROFESSIONAL DISCOUNT 


* 


*To acquaint physicians everywhere 
with the exclusive features of this 
mattress, Sealy offers a special pro- 
fessional discount on the purchase of 
the Sealy Posturepedic for the doc- 
tor’s personal use only. Now doctors 
may discover for themselves, AT SUB- 
STANTIAL SAVINGS, the superior 
support, the luxurious comfort of the 
Sealy Posturepedic. See coupon below 
for details. 


SEALY Has FREE Reprints 
of the booklets named in the coupon 
below and will be happy to forward 
you quantities for use in your office. 


~// SEALY OF THE C..ROLINAS : 

Lexington, North Carolina : 

Gentlemen: Please send me 

without charge: 

———Copies of “The Orthopedic Surgeon Looks 
at Your Mattress” 

_——Copies 4 “A Surgeon Looks at Your 
Child’s Mattress” 

——Please send free information on profes- 
sional discount 


ligt of REUABLE: PROTE 
included DISABILITY 
for, KN 
mont SICKNE 
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. . . . 
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A Modern Hospital 


for the 


Treatment of Alcoholism 


WHITE CROSS HOSPITAL 


*Hormovit is the exelusive trade mark of the White Cross Hormones Vitamin Treatment 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 bours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


+ The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohoi. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia— Phone Salem 4761 


Copyright 1962, HN. Alford, Atlanta, Qa 
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STUART CIRCLE HOSPITAL 
413-21 Stuart Circle RICHMOND, VIRGINIA 
Medicine: Surgery: 
Manfred Call, III, M.D. A. Stephens Graham, M.D. 


Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 

Wyndham B. Blanton, Jr., M.D. 


Urological Surgery: 


Obstetrics and Gynecology: : 
Wm. Durwood Suggs, M.D. Frank Pole, M.D. 
Spotswood Robins, M.D. Oral Surgery: 

Edwin B. Parkinson, M.D. Guy R. Harrison, D.D.S. 

Ort hea: Plastic Surgery: 

Hunter S. Jackson, M.D. 


Beverly B. Clary, M.D. 
Roentgenology and Radiology: 
Fred M. Hodges, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. L. O. Snead, M.D. 
Edward G. Davis, Jr., M.D. Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D. 
Ophthaimology, Otolaryngology: Physiotherapy: 
W. L. Mason, M.D. Mrs. Peggie Ashley 
Pathology: 
Regena Beck, M.D. 
Director: 
Charles C. Hough 
ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 


facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


MARK A. GRIFFIN, SR., M.D. Wo. RAy GRIFFIN, JR., M.D. 
Diplomate in Psychiatry MARK A. GRIFFIN, JR., M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 


Wo. RAY GRIFFIN, SR., M.D. 
Diplomate in Psychiatry 


For rates and further information write 


4 

| 
* 


December, 1954 


ADVERTISEMENTS 


XXV 


one of the 44 uses for short-acting 


In a matter of moments, her nerves will be calmed. 
Her anxiety will be alleviated. And her tensions 
will slide into somnolence. 


Short-acting NEMBUTAL (Pentobarbital, Abbott) 
can produce any desired degree of cerebral depres- 
sion—from mild sedation to deep hypnosis. 


The dosage required is small—only about one- 
half that of many other barbiturates. 


Hence, there’s less drug to be inactivated, shorter 
duration of effect, wide margin of safety and little 
tendency toward morning-after hangover. 


In equal oral doses, no other barbiturate com- 
bines quicker, briefer, mere profound effect. 


Good reasons Why the number of prescriptions 
for short-acting NEMBUTAL continues to grow— 


after 24 years’ use in more Abbott 
than 44 clinical conditions. 


For mild sedation try the 50-mg. (%-gr.) 
NEMBUTAL Sodium capsule, 
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TUCKER HOSPITAL, INC. 
212 West Franklin Street 
Richmond, Virginia 
A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians, 
Under the Professional Charge of 
Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 
Catalog on Application 
. 
Y Compliments o 
Wachtel’s, I 
= ac e S, nc. 
= 
¢ SURGICAL 
SUPPLIES 
The e e e FOR 
EXCEPTIONAL 
Thompson CHILDREN oP 
Homestead Year round private 
home and school for 
School infants, children and 


adults on pleasant 
250 acre farm near Charlottesville. 


Write for booklet. 
Mrs. J. BASCOM THOMPSON, Principal 


FREE UNION VIRGINIA 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones 1004-1005 
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Sima’ Seruire 
is 
An Estate Analysis 
It minimizes YOUR ESTATE 
TAXES and INCOME TAXES 


for your beneficiaries. 


Many North Carolina physicians 
have benefited from Sims’ Servire. 


Your inquiry is invited. Client list 
(name use has been approved) is 
available upon request. 


CHARLES H. SIMS, C.L.U. 
ASSOCIATE GENERAL AGENT 
STATE MUTUAL LIFE ASSURANCE CO. 
512 SOUTHEASTERN BUILDING 
GREENSBORO, N. C.— TELEPHONE 2-1086 


Service to Professional Men for Over 20 Years. 


Patromize 


Your 


Advertisers 


Pounded by 
W.C. ASHWORTH, 
M. D. 


1904 


WortH WILLIAMS, Business Manager 


GLENWOOD PARK SANITORIUM 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


R. M. Burg, Jr., Medical Director 


Address: GLENWOOD PARK SANITORIUM, Greensboro, N. C. 
Telephone: 2-0614 


GREENSBORO, 
North 


Carolina 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. 
MEDICAL DIRECTOR 


Jas. N. BRAWNER, Jr., M. D. 


ASSISTANT DIRECTOR AND 
SUPERINTENOENT 


ALBERT F. BRAWNER, M. D. 
RESIDENT SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


Our Sincere Good Wishes fora... 


Merry Christmas 


will strive to give you our best in service. 


no finer name 
& ak wm contraceptives 


active Ingredients: 
Trioxymethylene 04% 


Sodium Oleate 0 67% 
EE 


Whittaker Laboratories, Inc. Dept. 16 
Peekskill, New York 


Please send: Full Size $1.50 Combination Package 
Free—Cooper Creme/Dosimeter. 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH - DURHAM Name M.D. 
NORTH CAROLINA Address 
City 


Whittaker Laboratories, Inc., Peekskill, New York 


During the new year, as in the past, we Cooper Creme 
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TO'MEMBERS OF THE MEDICAL SOGIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
our best to help you — and 


there’s no obligation on your 


1011 


Jt.crumPron YY 


part. 


THIS IS THE ACCIDENT AND HEALTH 
| PLAN ESTABLISHED BY THE STATE 
SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accident and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 175.00 86.50 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 


A home for permarent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 

The three medical officers of the staff reside at the sanatorium and devote their full 
time to the care and service of the patients. 


INDEX TO ADVERTISERS 


Abbott Laboratories IV, V & XXV_ Parke, Davis & Company XXXII & 3rd Cover 
Ames Company Reading Physicians Casualty Association 
Appalachian Hall XXIV Physicians Health Association x 
Ayerst Laboratories XIX Picker X-Ray Corporation XXVII 
Brawner’s Sanitarium .. XXIX  Pinebluff Sanitarium I 
Broadoaks Saint Albans Sanatorium XVIII 
Brown & Williamson Tobacco Company sess Schering Corporation VI 
Carolina Surgical Supply Company XXD 
; Sealy of the Carolinas XX 
Ciba Pharmaceutical Products Co. Insert 
Corn Products Sales Company yy @. D. Searle & Company XVII 
J. L. Crumpton XXX State Mutual Life Assurance Company XXVIII 
Glenwood Park Sanitarium XXVIII = Stuait Circle Hospital XXIV 
Highland Hospital XX Thompson Homestead School XXVI 

Hospital Saving Assn. of N. C, II Tucker Hospital XXVI 
Jaguar Cars, North American Corporation XXI 

Wachtel’s, Ine. XXVI 
Keeley Institute XI 
Lake Side Labwratories 2nd Cover W 

fhitaker Laboratories XXIX 
Lederle Laboratories X & XI Wh 
nite Cross Hospite 
Eli Lilly and Company XVI & Front Cover Wi 

P. Lorillard Co. (Old Gold Cigarettes) IX Winchester-Ritch Surgical Company I 
Mead Johnson & Company 4th Cover Winthrop-Stearns, Ine. XIII 
Medical Dental Credit Bureau XVIII 


Wyeth Laboratories XV 


| 
‘ 
g 


the 


“The value of CHLOROMYCETIN in the treatment of infec- 
tions due to most bacteria, the pathogenic rickettsiae, and 
many of the large viruses has now been well established.” 


in typhoid fever 


| Nema “Our experience...and many others all show that chloram- 
phenicol [CHLOROMYCETIN has an established place in 


2 


the treatment of typhoid fever.” 


in meningitis 
“At the present time chloramphenicol [CHLOROMYCETIN ] 


+ % , _ is recognized as a potent antibiotic whose ease of adminis- 
fae wait tration and prompt diffusion into serum and spinal fluid 


‘ p / makes it a particularly useful agent in the treatment of many 


forms of purulent meningitis.” 


(1) Yow, E. M.; Taylor, F M.; Hirsch, J.; Frankel, R. A., & Carnes, H. E.: 
J. Pediat. 42:151, 1953. (2) Dodd, K.: J. Arkansas M. Soc. 10:174, 1954. 
(3) Hanbery, J. W.: Neurology 4:301, 1954. (4) Miller, G.; Hansen, J. E., & 
Pollock, B. E.: Am. Heart J. 47:453, 1954. (5) Keefer, C. S., in Smith, A., 
& Wermer, P L.: Modern Treatment, New York, Paul B. Hoeber, Inc., 
1953, p. 65. 
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in bacterial endocarditis 


“Within ten days [after therapy with CHLOROMYCETIN was 
begun] there was a dramatic improvement in the patient's 
clinical appearance and the sedimentation rate and temper- 
ature became normal.” 


in rickettsial diseases 


“Chloramphenicol [CHLOROMYCETIN] has been used with 
striking success in patients with scrub typhus, murine typhus, 
Rocky Mountain spotted fever, and epidemic typhus.”° 


(Chloramphenicol, Parke-Davis) 


CHLOROMYCETIN is a potent therapeutic agent and, be- 
cause certain blood dyscrasias have been associated with its 
administration, it should not be used indiscriminately or for 
minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient 
requires prolonged or intermittent therapy. 


PARK E, DAVIS & COMPANY 
DETROIT 32, MICHIGAN 


® 
| 
? 
t ¥ @. 
A 
‘ ts 4 
| 
‘ 
~ 
\ 
CAM 
e 
> 


LIQUID 


POWDERED 
Gm. 
PROTEIN Gm, 
PROTEIN 


Recommended 
Daily Allowance 
for a 10 Ib. infant 


Lactum formula 
for a 10 Ib, infant 


MEAD JOHNSON & COMPANY °* 


e for greater nitrogen retention 
e for firmer muscle mass 


LACTUM 


NUTRITIONALLY SOUND FORMULA FOR INFANTS 


In the bottle-fed infant, a higher protein intake, with 
greater nitrogen retention, results in firmer muscle 
mass, better tissue turgor and, better motor develop- 
ment.! A protein intake that does not maintain positive 
nitrogen balance “cannot be considered optimal or 


even safe for any length of time.” 


During the first year of life, the infant’s nourishment is 
derived primarily from his formula. Hence it is espe- 
cially important that the formula be generous in pro- 
tein. The usual Lactum® feedings provide 2 Gm. protein 
per pound of body weight—25% more than the Recom- 
mended Daily Allowance of 1.6 Gm. per pound (3.5 
Gm. per kilogram). 


1, Jeans, P. C., in A.M.A. Handbook of Nutrition, Philadelphia, Blakiston, 
1951, pp. 275-298. 2. Stare, F. J.. and Davidson, C. S., in The Proteins, 
American Medical Association, 1945. 
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